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PULMONARY HISTOPLASMOSIS * 7 
JOHN W. MIDDLETON, M.D. 
GALVESTON, TEXAS 

In 1944, Conant stated: “Histoplasmo- 
sis rarely has been recognized before 
autopsy.” One of the outstanding ad- 
vances in medicine since then has been 
the recognition of the more benign forms 
of the disease. There have been many re- 
ports on the subject, too extensive to re- 
view in detail. The infection has a pri- 
mary pulmonary phase, which may pro- 
gress into a chronic pulmonary disease 
or a disseminated infection, or may large- 
ly heal without significant damage. 
While not an extremely common disease 
in our area, the pulmonary phases con- 
stitute a problem in differential diagnosis, 
and histoplasmosis is being diagnosed 
with greater frequency. 

The disease is endemic over a large 
area, the Mississippi basin region,? and 
has occurred in epidemics.**"."4°* It is 
caused by inhalation of Histoplasma cap- 
sulatum from an exogenous source in 
nature. The organism has been found 
in soil around farm outbuildings, chicken 
coops, a storm cellar, caves and attics, 
and has been associated with bird and 
animal droppings.**® There are no re- 
ported instances of person to person 
transmission; careful observation of open 
eases has not shown any evidence of 





* Presented at the Seventy-fourth Annual Meet- 
ing of the Louisiana State Medical Society, May 
22, 1954, in New Orleans. 

+ From the Department of Internal Medicine, 
University of Texas, Medical Branch, Galveston, 
Texas. 
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spreading by this means. Prolonged con- 
tact with animals known to be infected 
has not resulted in human infection.® 

The primary pulmonary phase is asymp- 
tomatic in 95 per cent of the cases. 
Here the diagnosis is usually retrospec- 
tive, based on multiple pulmonary cal- 
cification and a positive histoplasmin and 
a negative tuberculin reaction. Some pa- 
tients, typified by case No. 1, are found 
to have localized pulmonary infiltrations 
without symptoms or physical signs. In 
a few instances H. capsulatum has been 
isolated from the sputum or gastric wash- 
ings of asymptomatic cases. 

Case No. 1.—P. S., age 13, white male. The pa- 
tient was asymptomatic, having been referred to 
Dr. A. N. Longfield, in October 1953, because of 
an infiltration in the right upper lung field. He 
had visited in the vicinity of Hopkinsville, Ken- 
tucky, for two weeks in the summer of 1953. He 
had also visited areas of southwest Texas and 
central Oklahoma. Physical examination was 
normal in all respects. Blastomycin, coccidioidin 
and tuberculin skin tests were negative. Histo- 
plasmin 1:1000 produced an area of induration 
4 centimeters in diameter. Histoplasma comple- 
ment fixation tests, performed by the Texas De- 
partment of Health Laboratories and checked by 
the United States Public Health Service Labor- 
atories were positive in a dilution of 1:640. Re- 
peat x-ray examination on November 20, 1953, 
showed marked clearing of the infiltration with 
still more clearing on December 13, 1953. On 
April 22, 1954, there was still a slight fibrotic 
residual with no other abnormality noted. Comple- 
ment fixation was negative. The patient had con- 
tinued to be asymptomatic. 

Symptomatic pulmonary infection is 
marked by a sudden onset (after an eight 
to eighteen day incubation period in the 
epidemics) with malaise, fatigue, and 
muscular aching, followed in twenty-four 
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Figure 1. Case No. 1, infiltration right second 
anterior interspace. 








Figure 2. Case No. 1, infiltrate clearing. 





Figure 3. Case No. 1, slight fibrotic residual six 
months later. 


to thirty-six hours by a chill or chilliness, 
remittent fever, sweating, and constrict- 
ing chest pain.** Cough is not a major 
symptom, but 75 per cent of patients in 
a large series had a cough of some degree. 

Physical findings are variable and non- 
specific. X-ray examination at first may 
be negative, followed by rapid develop- 
ment of extensive bilateral involvement. 
The lesions range from fine mottled infil- 
trations to soft miliary nodules.® 

The course of the disease is inconstant, 
but in the epidemics already cited, acute 
symptoms lasted four weeks to three 
months, and some disability persisted for 
a much longer period. 

The residual pulmonary lesion usually 
thought of as ‘“‘typical’ consists of fine 
scattered calcific nodules. At times, how- 
ever, lesions may remain that are clinical- 
ly and roentgenographically indistinguish- 
able from tuberculosis or carcinoma.’ 

A chronic, active pulmonary form has 
recently been described **:” and case No. 3 
is an example of this type. 


Nicene eee 


al alt Cala RR BS: 


TOPS Tae. 


TIL > 


BASSI Me anes 5 


CeEORA SS 2 


fan 


ane 





cB 


MIDDLETON—Pulmonary Histoplasmosis 3 


The diagnosis of the active pulmonary 
process can be established by smear and 
culture of the sputum or gastric aspira- 
tion, biopsy, animal inoculation, skin tests, 
and serologic studies.*:**".*" The sputum 
should be fresh for satisfactory cultures.” 
Histoplasmin shows cross sensitivity with 
blastomycin and coccidioidin; it is em- 
phasized that skin tests should be done 
with all three antigens at the same time 
for reliable results. 

Serologic studies are of help not only 
in the diagnosis but also are considered to 
have prognostic significance. In general, 
the antibody titer rises to a peak in the 
second or third week and then gradually 
falls off over a period of four to eight 
months.‘ Early in the disease a low anti- 
body response is thought to indicate a 
poor prognosis, and a high titer, a good 
prognosis. 

The prognosis is excellent in most cases 
of primary histoplasmosis but very grave 
if dissemination occurs. 

Treatment varies with the clinical form. 
The asymptomatic cases usually require 
no treatment even if recognized. Resec- 
tion has been employed in some instances 
of localized pulmonary disease.’:1°." The 
aromatic diamidines (stilbamidine and 
propamidine) have been tried in the dis- 
seminated form, with questionable re- 
sults." Ethyl vanillate has given good 
results in some instances.'!".'2 We have 
had a good response to the latter drug in 
two cases, failure in several others. 

Case No. 2 is an example of primary sympto- 
matic histoplasmosis: T. G., age 39, white male, 
was admitted to John Sealy Hospital August 12, 
1953, with a history of five weeks’ illness, marked 
by fatigue, cough, chest pain, and fever. Chest 
x-rays a short time before the onset were normal. 
The patient had not been away from the area of 
Baytown, Texas, for many years. He had raised 
chickens at home; his history did not otherwise 
suggest a source of the infection. All skin tests 
were negative. Scalene node and sternal marrow 
biopsies were negative. Sputum cultures were re- 
ported positive for H. capsulatum after the patient 
had been discharged at his own request on Sep- 
tember 10, 1953. (Histoplasmin skin tests on all 
three of the patient’s children were positive). 

He was readmitted, gravely ill, on September 
24, 1953. Although ethyl vanillate had not been 
advocated for the primary pulmonary disease, it 
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Figure 4. 


Figure 
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Case No. 2, normal x-ray one year 
before onset of symptoms. 





Case No. 2, PA film of chest on first 
admission, Aug. 22, 1953. 
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Figure 6. Case No. 2, lateral x-ray. Figure 8. Case No. 2, December 16, 1953. 





Figure 7. Case No. 2, November 2, 1953. Figure 9. Case No. 2, January 5, 1954. 
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was decided to give it to this patient. There was 
no response initially, but after increasing the dose 
sufficiently to attain a blood level of about 10 
mgm./100 cc, he began to improve and his tem- 
perature returned to normal. He again insisted 
on leaving the hospital, and when last seen as an 
out-patient, in January 1954, still had extensive 
pulmonary infiltration. 

It is impossible to evaluate the effects 
of ethyl vanillate on the primary pul- 
monary disease from this single case, but 
it seems that further trial is justified in 
the very ill patient. 

Case No. 3 appears to be an example of the 
chronic pulmonary form: M. McC., age 64, white 
male, was referred to John Sealy Hospital as a 
case of severe bilateral upper lobe bronchiectasis, 
proven by bronchography. Because of the x-ray 
appearance this patient had been repeatedly sus- 
pected of pulmonary tuberculosis, and when no 
acid-fast bacilli were found, was frequently called 





Figure 10. Case No. 3, PA x-ray of chest. 


a “burnt-out TB”. Several sputum cultures were 
positive at our hospital for H. capsulatum. Re- 
peated efforts to get him to return to the clinic 
have been unsuccessful. 


SUMMARY 
Histoplasmosis of the lung is one of the 
new problems in pulmonary diseases. In 


the primary form, it may be asymptomat- 
ic with the diagnosis usually retrospec- 
tive; in the infrequent patient with 
symptoms, diagnosis and treatment may 
be a problem. That there is a chronic 
pulmonary form has only recently been 
recognized. 


Two previously unreported cases of pul- 
monary histoplasmosis, proven by culture, 
have been included in the discussion. 
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CHANGING CONCEPTS IN SURGERY 
OF THE EXTERNAL NASAL 
PYRAMID * 

MAURICE H. COTTLE, M. D.+ 
CHICAGO 
Surgery of the external nasal pyramid 
as presented in the splendid textbook of 
Joseph is commonly referred to as rhino- 
plasty, or plastic surgery of the nose. The 
chief concepts of this surgery as he de- 
scribed them have not undergone essen- 
tial alteration; cosmetic, anatomical cor- 
rections have been the objectives. Many 
have added variations and refinements, 
and even improvements in technique, but 
the general principles involved remained 
the same. During the last several years, 
however, there has been a trend to talk 
about correction of nasal deformities on 
a basis of function. Physiology has been 
called upon to provide additional reasons 
for performing these operations. This 
approach is right, but I believe that we 
have not known enough about the struc- 
ture and function of the external nasal 
pyramid to warrant the assumption that 
the surgical indications thus formulated 

were completely justified. 





Several categories of surgeons do rhino- 
plasty. First, there is the great group 
of plastic surgeons who are involved in 
corrective and reparative nasal surgery as 
a part of an overall interest in general 
plastic surgery. Second, there is the 
group of otolaryngologists who through 
their interest in nasal surgery have gradu- 
ally taken on plastic surgery problems of 
the neighboring structures. Some of these 
men have eventually gone into the general 
plastic surgery field. Third, throughout 
the world there are oral surgeons, derma- 





* Presented as an address at the: Louisiana- 
Mississippi Ophthalmological & Otolaryngological 
Societv, April 10, 1954. 

+ Professor of Otolaryngology, Chicago Medical 
School, Chicago, Illinois. 





External Nasal Pyramid 


tologists, general surgeons, and general 
practitioners who do surgery of the exter- 
nal nasal pyramid. These surgeons oper- 
ate chiefly for comestic indications. The 
average American otolaryngologist who is 
interested in rhinologic surgery would 
like to concern himself with this field but 
not primarily interested in general 
plastic surgery, or in cosmetic surgery of 
the nose for itself alone. For him and his 
hundreds of colleagues a broad concept of 
nasal anatomy, physiology, and diagnosis 
is needed to have them take over seriously 
the medical and surgical treatment of 
dysfunction and deformities of the exter- 
nal nasal pyramid. 


is 


The development of the technical skill 
sufficient to do excellent nasal surgery is 
certainly within easy grasp of any recog- 
nized specialist in our field, but besides 
learning what to do and how to do it, he 
more than all else wants to know why and 
when. 


Rhinology in general offers a great op- 
portunity for original investigative work 
and is actually a challenge from many 
points of view. In a discussion limited 
to the external nasal pyramid one may 
point out a few anatomical, physiological, 
and diagnostic considerations which until 
the present have not had wide circulation 
and consideration. These concerning the 
nasal vestibule and upper lateral cartilage 
are good examples. The vestibule of the 
nasal lobule in an adult white person is 
encroached upon inferiorly and medially 
by the medial crus of the lobular cartilage. 
The lateral crus at a slightly higher level 
extends medialward towards the septum 
pulling hair-bearing skin half way across 
the vestibular space, frequently extending 
past the lateral thrust of the medial crus. 
At a still slightly higher level the wing of 
the lateral crus lies lateral to the upper 
lateral cartilage forming a cul-de-sac or 
infundibulum. This structure reaches a 
high degree of development in the horse 
from a study of which an understanding 
of its function is derived. The vestibule 
is encroached upon anteriorly by the de- 
scent of the upper lateral cartilage to- 
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wards the anterior inferior corner of the 
cartilaginous septum forming the valve of 
the nose. The vestibule in this area lies 
behind the tip of the nose forming a re- 
cess referred to as the ventricle. This is 
well developed in the nose of the buffalo, 
in whom the cul-de-sac is missing. The in- 
ferior portion of each vestibule is lined 
with substantial vibrissae, and rests on 
the alveolar process of the superior max- 
illa, whose superior limitation is the floor 
of the pyriform aperture. 


The variations in the form and relation- 
ship of these structures are extremely 
many. The typical Negro vestibule, for 
example, is wide, where the Caucasian is 
high. The ends of the lobular cartilage do 
not encroach much upon the vestibular 
space. The floor of the pyriform aperture 
runs unobstructedly into the subnasal fos- 
sa below and into the floor of the nasal 
chamber behind, while in the typical white 
man the floor rises into a sharp edge 
going to the nasal spine, actually creating 
a bony wall sharply demarcating the an- 
terior alveola face from the receding floor 
of the nasal chamber. Many in-between 
types, both as to soft structures and to 
bony and cartilaginous structures are to 
be seen in American Indians, Filipinos, 
and Mexicans. Children in their develop- 
ment go through many changes running 
the gamut from the negro Hyperchamae- 
rine type to the white Leptorhine. A 
glance at these structures in primates is 
enough to distinguish the characteristics 
which separate them completely from any 
human form. These are the absence of 
nasal spine, and the uninterrupted con- 
tinuity of bone structure from the teeth 
to the posterior portion of the floor of the 
nasal chamber. 


The vestibule must obviously belong to 
the nose which it serves, and especially to 
the external nasal pyramid of which it is 
a part, but developmental and traumatic 
injuries may disturb this necessary ana- 
tomical harmony with subsequent serious 
functional distress. Most of the vestibular 
structures are parts of the nasal lobule, 
but the upper lateral cartilage which with 


the septum makes a controlling valve 
opening into the nose behind, is part of 
the cartilaginous vault. 

The cartilaginous vault extends from 
below the distal portions of the nasal 
bones to the caudal end of the septum. 
It is solidly conjoined with the nasal 
septal cartilage and extends laterally on 
each side of the nasal arch, only partially 
occupying the pyriform aperture, the rest 
being completed by the intricately inter- 
woven tough glistening connective tissue 
fibers which connect the cartilage with 
both surfaces of the neighboring bones. 
Internally, the vault is covered by muco- 
perichondrium of the nasal chamber; ex- 
ternally, by subcutaneous tissues together 
with the meager supply of skeletal muscle 
fibers which are part of the larger organ 
of expression. The terminal portions of 
this vault are attached to the septum and 
are referred to as the upper lateral car- 
tilages. They have a triangular shape the 
terminal point of which meets the anterior 
inferior portion of the cartilaginous sep- 
tum. The old terminology of triangular 
cartilage is very descriptive of this por- 
tion of the cartilaginous vault. The most 
proximal portion of the cartilage is at- 
tached to the under side of the terminal 
portion of the nasal bones, extending up- 
ward and laterally for distances varying 
from 3 to 10 mms. The middle portion is 
a transition from a broad, firmly attached, 
strong, inflexible cartilage structure, to 
the thin, delicate, movable terminal por- 
tion (usually not attached to the septum) 
which is the functioning valve of the nose. 
This middle portion may be markedly 
angulated longitudinally producing a rib- 
bed effect which gives it strength and re- 
silience. The anterior area of the vault 
close to the attachment of the bones, to- 
gether with its continuity with the nasal 
cartilage, is the center of strength and 
the support of the nasal roof. It is truly 
the key stone of the nasal arch. The mu- 
cosal lining of the valve area is very 
firmly attached, especially at the angles. 
As one proceeds higher the attachment is 
less firm and may be easily separated with 
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a periosteal elevator permitting entry to 
the area beneath the nasal bones to pro- 
ceed with great facility. 

This is but a very brief sample of the 
sort of detailed anatomical information 
required for every portion of the nose. 
If one adds an understanding of function- 
al relationship and adequate diagnostic 
methods one begins to see the concepts 
that a rhinologist develops with study and 
experience. 

The following are a few of these con- 
cepts which are to be further elaborated 
and illustrated: 

1. Combining pyramid and septal sur- 
gery must be a procedure accepted, ap- 
proved, and easily performed by the rhin- 
ologist. 


2. Shortening the nose is not only the 
shortening of the tip length, according to 
Joseph, or by the rotation of the lobule 
according to Fomon et al, but also a 
diminution of the nasal height changing 
the nasal index. 

3. Cutting the upper lateral cartilages 
to aid shortening of the nose (according 
to Joseph) cannot be replaced by doing 
little or nothing to them but must be re- 
placed by a reconstruction based on exact 
structure and function information. 

4. Inspection and photography of the 
base of the nose with and without retract- 
ing instruments and with the head held in 
several planes help in diagnosis of func- 
tional deficiencies. 


5. Study of nasal valves in vivo, at op- 
erations, on cadavers, elucidates tension, 
collapse of the upper laterals, ballooning 
of upper laterals and their relationship 
to sleep and rest. 

6. In connection with the above, the 
concept of using the upper laterals to 
correct a small saddling of the cartilagi- 
nous vault becomes unacceptable. 

7. The conception of the removal and 
disposal of a hump from a nose is re- 
placed by the one which offers restoration 
or repair of the nasal roof. 

8. Narrowing a nose is now part of a 
conception of changing the nasal aperture 


(to be distinguished from the pyriform 
aperture). 

9. The floor of the pyriform aperture 
has a varied structure but is always char- 
acteristic of the ethnic origin of each in- 
dividual. The vestibules of the lobule 
must conform to the patterns dictated by 
the underlying bone. 


10. The external nasal pyramid is an 
attic and a considerable air space—quite 
empty—covered by an insulating roof. It 
offers protection to the internal nose 
against outside influences and helps re- 
tain the moisture and warmth of expired 
air for the benefit of the nasal mucosa. 


11. Therefore any deformity, injury, or 
disease of the external nasal pyramid 
making rhinoplasty or rhinoplastic pro- 
cedures necessary, becomes the responsi- 
bility of the rhinologist who is dedicated 
to the prevention and treatment of nasal 
disease. 


4). 


HOSPITAL MANAGEMENT OF 
HEPATITIS * 
EDWARD R. CHRISTIAN, M.D. 
NEW ORLEANS 

Viral hepatitis, in spite of our great 
attention to it during the recent wars 
and subsequent years, remains an enig- 
matic disease that often poses unrivalled 
problems in diagnosis and management. 
Usually a benign and self-limited disease 
whose very nature encourages complacen- 
cy in both its victim and his physician, it 
may pursue a relentless course and ful- 
minate in death while the physician— 
lacking a specific therapeutic tool — is 
helpless to intervene. Its deceptive char- 
acter is all the more tragic because the 
disease prefers to strike young adults who 
are essential to the stability of the home 
and, in the larger picture, to our whole 
economy. Even if the disease does not 
terminate fatally, its import is exagger- 
ated by the threat of prolonged morbidity. 








* Presented at the Seventy-fourth Annual Meet- 
ing of the Louisiana State Medical Society, New 
Orleans, May 21, 1954. 

+ From the Medical Service, Veterans Adminis- 
tration Hospital, New Orleans. 
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When its course is benign and free from 
complication, as it is in the majority of 
cases, the average period of morbidity 
exceeds two months; furthermore, over 
half of that time is spent in greatly re- 
duced activity if not bed rest. The un- 
fortunate victim who feels compelled to 
return to full physical activity before the 
disease has completely subsided does so 
at the risk of a recrudescence with further 
debility and, perhaps, progression to per- 
manent liver damage. 

The purpose of this paper is to review 
our experience with viral hepatitis and to 
present a therapeutic regimen, established 
through trial and error, that has been 
successful in restoring to apparent good 
health about 92 per cent of the patients 
subjected to it. 

MATERIAL 

The Veterans Administration Hospital 
in New Orleans was activated in May 
1946, or just eight years ago. Since then 
a total of 115 patients have been treated 
there for viral hepatitis. Pertinent data 
relative to those patients are summarized 
in Figure 1. 


NUMBER PERCENT 


VIRAL HEPATITIS ns 100.0 


(A) CHRONIC PRIOR TO ADMISSION TO 
VAHNOLA a 10 8.7 
(B) PATIENTS WITH PREVIOUS BUT 
CURED HEPATITIS = 3.5 
(C) PATIENTS WITH RECOVERY AND NO 
RELAPSE AFTER TREATMENT AT 
VAHNOLA 99 
(D0) PATIENTS WITH RELAPSE AFTER 
TREATMENT AT VAHNOLA 
(E) FATAL 
INFECTIOUS (IH) 
HOMOLOGOUS SERUM (SH) 


au ON 
N 


Figure 1. Cases of viral hepatitis admitted to 
the Veterans Administration Hospital, New Or- 
leans, since its activation in May 1946. 


Of the entire group, 107 had endemic 
or infectious hepatitis (IH), and 8 had 
homologeus serum hepatitis (SH). The 
average age of the group, all of whom 
were men, was 30 years; 39 were Negroes 
and 76 were white. Those data are obvi- 
ously weighted by unescapable peculiari- 
ties of a clientele limited to the veteran 
population. The absence of female pa- 
tients with hepatitis reflects the compara- 


tively low number of female veterans. 
Likewise, the ratio of Negro : white pa- 
tients with hepatitis parallels a similar 
ratio in the veteran population of this 
region. The majority of veterans current- 
ly eligible for hospitalization saw duty 
in either World War I or II and, there- 
fore, range in age from the third through 
the sixth decade insofar as the period cov- 
ered by this paper is concerned. Presented 
with that selected population, viral hepa- 
titis would seem to prefer the young adult 
male. Ten of the patients (8.7 per cent) 
gave a history of previous hepatitis with 
persistence of symptoms and abnormali- 
ties in liver function tests indicative of 
chronic disease. Four others (3.5 per 
cent) gave a history of previous hepatitis 
with absence of symptoms subsequently, 
suggesting that the initial disease had 
been cured. Ten of the patients met the 
usually acceptable criteria for the diag- 
nosis of anicteric hepatitis, if one is 
willing to accept that diagnosis in the 
absence of liver biopsy. 

Awareness of the treacherous nature of 
viral hepatitis has fostered the policy of 
hospitalizing all candidates for admission 
in whom the diagnosis is suspected, re- 
gardless of how mild the disease may 
seem to be. Patients are either frightened 
into seeking hospitalization by the appear- 
ance of jaundice (only 10 of 107 patients 
were not jaundiced when admitted), or 
are referred by their physicians. Referral 
often implies unusual severity of the dis- 
ease and/or impracticality of adequate 
home treatment. In this series the aver- 
age patient (exclusive of those with chron- 
ic disease and of those who died) was ill 
for sixteen days prior to hospitalization. 
It is evident, then, that during the phase 
of the disease when the greatest havoc is 
being wrought in the liver, the average 
victim is not subject to the therapeutic 
discipline of the hospital and, in all likeli- 
hood, has not as yet sought the aid of 
his physician. Perhaps in that interlude 
between the onset of the disease and the 
institution of adequate treatment lies the 
cause of the prolonged morbidity that 
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characterizes viral hepatitis. 
TREATMENT 

In the absence of a specific cure for the 
disease, current treatment of the usual 
case of viral hepatitis hinges upon rather 
simple hygienic principles that can be 
employed in the home as well as in the 
hospital. Obviously, all patients with hepa- 
titis cannot be hospitalized for one reason 
or another, nor is it advocated that they 
should be. However, the hospital remains 
the place where the strict regimen often 
necessary in the treatment of the disease 
can be carried out most effectively. 

A. Rest: Rest is regarded as the most 
important single element in the treatment 
of hepatitis. In these days of public 
awareness of more dramatic therapeutic 
measures, rest often becomes an _ ethe- 
real thing imposed with difficulty on 
patients who may be deeply jaundiced, 
yet may feel quite well. The physician 
must determine the degree of rest that is 
necessary and over what period it must be 
imposed. Moreover, he must deal with the 
dismal problem of the patient who can- 
not obtain the prescribed amount of rest 
because of economic demands made of 
him. 

Upon admission to the hospital the pa- 
tient with hepatitis, regardless of the de- 
gree of his morbidity, undergoes a period 
of strict bed rest the duration of which 
is determined by the observation needed 
to anticipate the probable course of the 
disease. Strict bed rest as used here im- 
plies loss of bathroom privileges. It is 
thought that the laboratory tests which 
are most helpful as guides for resumption 
of physical activity are determination of 
serum bilirubin, 2-to-4 p.m. urine urobili- 
nogen and bromsulfalein retention (per 
cent retained forty-five minutes after in- 
jection of 5.0 mg. of dye per Kg. of body 
weight). Bathroom privileges are allowed 
once the serum bilirubin has reached its 
maximum level and has begun to decrease. 
Bed rest is terminated when the serum 
bilirubin has decreased to 1.0 mg. per cent 
or less, and the 2-to-4 p.m. urine urobili- 
nogen output is less than 1.0 Ehrlich unit. 


Improvement in those laboratory tests 
should be, and generally is, paralleled by 
subjective improvement; however, persis- 
tence of morbidity calls for additional bed 
rest even if liver function tests are nor- 
mal. After bed rest has been terminated, 
activity is gradually increased until the 
patient has the freedom of the hospital. 
If such activity does not precipitate a re- 
crudescence, the patient is placed upon 
therapeutic leave for two weeks. During 
that period he is advised to avoid stren- 
uous activity and hepatotoxic substances. 
It is thought that bromsulfalein retention 
at this stage of the illness should be 10 per 
cent or less when determined as outlined 
above. Upon his return from leave the 
patient undergoes further liver function 
tests. If the results are satisfactory and 
there has been no recrudescence of symp- 
toms, he is then discharged from the hos- 
pital. Further rest at home is advised if 
bromsulfalein retention exceeds 5 per 
cent. The patient is warned to seek medi- 
cal aid if resumption of full activity 
causes such ominous signs as loss of 
appetite, jaundice, and darkening of urine. 
The latter sign, which seldom fails to 
attract the attention of the patient, is re- 
spected as a harbinger of active hepatitis 
because it antedates frank jaundice. Any 
recrudescence of symptoms and/or deteri- 
oration of liver function tests during the 
convalescent phase calls for resumption 
of bed rest with subsequent graduation of 
activity in the manner just described. In 
this series the average duration of hos- 
pitalization was fifty-five days, the period 
of therapeutic leave being included in that 
figure. 

B. Diet: In the treatment of viral hepa- 
titis we have gone through a period of 
overzealous approach to dietary manage- 
ment. Such a period was undoubtedly a 
natural sequela to the importance tradi- 
tionally attached to the influence of diet 
in the treatment of cirrhosis. It must be 
recalled, however, that the victims of 
hepatitis are usually young persons who 
have been in previous robust health and 
excellent nutritional state; therefore, they 
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are not subject to the deleterious effects 
of poor nutrition that plague the person 
with cirrhosis. It seems logical, therefore, 
that the diet prescribed for the usual vic- 
tim of hepatitis is adequate if designed 
to prevent the development of deficiencies 
during the course of the disease. Of 
course, this does not infer that those pa- 
tients who are malnourished prior to the 
onset of hepatitis should not have their 
deficiencies corrected through a more ag- 
gressive dietary program. The need for 
such action is highlighted by the added 
severity that hepatitis assumes in debili- 
tated folk. 

Early in the course of the disease prob- 
lems which arise relative to dietary man- 
agement include anorexia, nausea and 
vomiting. During that phase adequate 
fluid and caloric intake can best be af- 


forded through the parenteral adminis- 
tration of glucose solutions, plus the 
necessary vitamins and electrolytes to 


maintain physiological levels. When ano- 
rexia is profound it is advisable to admin- 
ister such supplements on an “around-the 
clock” schedule, thus avoiding any lengthy 
period when the damaged liver is deprived 
of an adequate supply of glucose. It is 
important that the physician resort to an 
accurate food intake tally in determining 
how much parenteral feeding is necessary, 
for the word of the anorexic patient is not 
trustworthy. To him a forkful becomes a 
plateful, and any quantity of food that 
satisfies his appetite is interpreted as an 
adequate meal, regardless of how small it 
might be. 


Once the appetite has returned and par- 
enteral supplements are no longer indi- 
cated, one is faced with the problem of 
what to feed and how much. It is thought 
that the patient’s appetite can then serve 
as the best guide in dietary management. 
We offer the general hospital diet with 
added portions to bring the daily caloric 
intake to between 2500 and 3000. In- 
cluded in such a diet are about 100 grams 
of protein and 70 to 100 grams of fat. 
In the usual case of hepatitis there is no 
real need for a greater quantity of pro- 


tein, especially in view of the failure of 
comparatively enormous quantities to al- 
ter the course of the disease significantly. 
However, additional protein may be indi- 
cated when a previous deficiency exists, 
or when the disease causes a failure in 
protein synthesis incident to liver damage. 
Stringent fat restriction has been passé 
in the treatment of hepatitis since it be- 
came evident that food containing little 
fat is so unsavory that appetite is seri- 
ously hampered. Furthermore, fats cause 
no demonstrable harm to patients with 
hepatitis who tolerate them quite well, 
particularly those fats of dairy origin. 
They need not be restricted unless there 
is an aversion to them, in which event the 
patient usually foregoes them voluntarily. 

In our experience the plan of treatment 
outlined so far, which insists only upon 
adequate rest and common-sense dietary 
control, will restore to good health the 
great majority (roughly, 90 per cent) of 
patients with viral hepatitis. Occasionally, 
however, one fails to respond to the regi- 
men, but progressively deteriorates. The 
following are signs that call for aggres- 
sive action in an effort to forestall hepatic 
coma, a state from which there is seldom 
a return: (1) Progressive subjective de- 
terioration in spite of adequate treatment; 
(2) deepening jaundice; (3) progressive 
lengthening of the prothrombin time in 
spite of adequate parenteral supplement 
of vitamin K; (4) progressive increase in 
the ratio of free : total serum cholesterol. 
When a patient presents those ominous 
signs, what else can be offered him? 

A. Hormones: Cortisone and adreno- 
corticotropic hormone (ACTH) offer con- 
siderable promise of benefit if employed 
as soon as inadequacy of conservative 
therapy is suspected. ACTH is preferred 
if the ratio of free : total cholesterol is 
within normal range, and is administered 
by slow intravenous drip in dosage of 25 
mg. daily. If the ratio of free : total 
cholesterol is abnormally high, however, 
cortisone is the hormone of choice. It is 
administered intramuscularly in an initial 
dose of 300 mg., thereafter reduced by 
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25 to 50 mg. daily until the minimal effec- 
tive dose is established. Once committed 
to the use of either hormone, the physi- 
cian is obliged to continue its use until 
recovery is certain; i.e., overtreatment is 
less dangerous than premature withdraw- 
al of the hormone. Contrary to the usual 
situation in viral hepatitis, fluid and elec- 
trolyte balance now must be followed 
closely, particularly the serum potassium. 
Whereas ACTH and cortisone induce a 
potassium diuresis that necessitates sup- 
plement of the ion, the severely ill patient 
who becomes oliguric may have hyper- 
kalemia that demands reduction of potas- 
sium intake. Patients receiving either 
ACTH or cortisone are placed upon low- 
sodium diets. 


B. Blood: Failure of prothrombin syn- 
thesis by the damaged liver leads to a 
hemorrhagic tendency that may have seri- 
ous proportions. It is not uncommon for 
acute blood loss to be involved in the 
death mechanism in fatal hepatitis. Trans- 
fusion of fresh whole blood is indicated 
when response to parenterally adminis- 
tered vitamin K is lacking and signs of 
hemorrhage appear. 

C. Oxygen: Hypoxia is devastating to 
the damaged liver, therefore the organ 
should be supplied with maximally oxy- 
genated blood. 

D. Antibiotics: Antibiotics have been 
employed to reduce intestinal flora, there- 
by reducing the streaming of bacteria and 
their products through the damaged liver. 
We have seen little benefit derived from 
antibiotics in the treatment of viral hepa- 
titis, and do not use them routinely. How- 
ever, progressive deterioration of a pa- 
tient warrants some measure of empiri- 
cism and we are not adverse to using 
antibiotics under those circumstances. 

E. Lipotropes: Fatty metamorphosis is 
of such rare occurrence in viral hepatitis 
that its demonstration casts doubt on the 
diagnosis. Therefore, one would expect 
little benefit from the use of lipotropic 
substances in the treatment of the disease. 
However, since methionine must be pres- 
ent in the parenchymal cell to prevent its 


necrosis, it is advisable to insure an ade- 
quate supply of that amino acid. 


F. Protein hydrolysates: Coma is the 
most dreaded event in the course of ful- 
minating hepatitis, for it almost invariab- 
ly precedes death. What causes hepatic 
coma remains an enigma, but to date de- 
rangements in ammonia metabolism have 
been indicated as the most plausible ex- 
planation. In that light it seems illogical, 
if not dangerous, to administer products 
rich in amino acids. We do not advise the 
use of protein hydrolysates in any phase 
of viral hepatitis. 

G. Serum albumin: This costly blood 
derivative has a questionable place in the 
treatment of severe hepatitis. It may be 
indicated if liver damage has seriously in- 
terfered with albumin synthesis. It may 
have some value in averting hepatic coma, 
inasmuch as we have seen one patient re- 
cover from coma (due to Laennec’s cir- 
rhosis) while under treatment with it. 


H. Liver extract: It is questionable 
that liver extract is of value in the treat- 
ment of liver disease, but we still exhibit 
it empirically in severe disease, hoping it 
offers some benefit however slight. 

RESULTS OF TREATMENT 

The reader is again referred to Figure 
1. That viral hepatitis is usually a benign, 
self-limited disease is evident from the 
fact that 99 (or 86.1 per cent) of the 115 
patients recovered uneventfully, all but 
one having received just the basic thera- 
peutic regimen, i.e., restricted activity 
and adequate diet. Seven of the 115 pa- 
tients (or 6.1 per cent) had relapses fol- 
lowing discharge from the hospital and 
had to be readmitted for further treat- 
ment. Of those 7, 5 were restored to good 
health while 2 have continued to have 
signs of chronic disease. One had been ill 
for months prior to hospitalization and it 
is thought that his disease is kept smoul- 
dering by his inability to obtain adequate 
rest. The other is a narcotics addict and 
it is quite possible that his “relapses” 
represent reinfections with the virus of 
homologous serum hepatitis. Nine (or 7.8 
per cent) of the 115 cases were fatal; 5 
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had infectious hepatitis, that number rep- 
resenting 4.7 per cent of 107 cases; 4 
had homologous serum hepatitis, that 
number representing 50 per cent of 8 
cases. The remarkable percentage of fa- 
talities in the latter group argues for 
great caution in the transfusion of blood 
and its derivatives. It must be remem- 
bered that outside the military situation 
patients who require blood or its deriva- 
tives are likely to be under treatment for 
debilitating disease, and in them viral 
hepatitis becomes a hazard. 
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Figure 2. Summary data pertaining to nine 
fatal cases of viral hepatitis. 


Figure 2 summarizes the data relative 
to the nine fatal cases of hepatitis. It is 
introduced since prevention of fatal out- 
come would seem to be the purpose of the 
therapeutic regimen in light of the fact 
that 92 per cent of the cases recover with- 
out apparent residual effect of the disease. 
Six of the 9 cases were Negroes, 3 of 
whom had either sicklemia or the sickling 
trait. Six were between 20 and 33 years 
of age; the others were between 40 and 
55. In most instances the interval be- 
tween hospitalization and death was brief. 
Of the 5 cases with infectious hepatitis, 
4 were in the hospital four days or less. 
All the patients with homologous serum 
hepatitis developed the disease while hos- 
pitalized and under treatment for other 
severely debilitating diseases. All 9 pa- 
tients lapsed into coma before dying. 
That event was accompanied by anuria 
in 3 of them. Suppression of urine was 
attributed to circulatory collapse in 1 and 


to bile nephrosis in the other 2. One of 
the latter had the sickling trait and 
sludging of sickle cells in the vessels of 
his kidneys was extensive enough to cause 
serious interference with the oxygen sup- 
ply of those organs. Hemorrhage played 
a part in the demise of 3 patients, indicat- 
ing that prothrombin failure is a compli- 
cation to be feared and reckoned with. Of 
the 9 patients who died, 6 were autopsied. 
Only 2 were found to have livers of re- 
duced weight suggestive of acute yellow 
atrophy; they had been ill nineteen and 
ten days respectively. The other livers 
ranged in weight from 1360 to 2730 
grams, indicating that if hepatic coma 
could be averted in severe hepatitis, there 
is probably enough parenchyma remaining 
to allow return to health. Three of the 
fatal cases died after ACTH and cortisone 
became available. It was impossible to 
use either hormone in 1 because of wide- 
spread tuberculosis; the other 2 received 
cortisone without benefit. In retrospect, 
it is thought that neither of them received 
hormone therapy early enough to have 
altered the downward course of the dis- 
ease, 
CASE REPORT 

The following case illustrates a prob- 
able life-saving effect of cortisone follow- 
ing its timely use in a patient with severe 
infectious hepatitis who did not respond 
to adequate conservative therapy: 
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Figure 3. Summary chart of pertinent labora- 
tory findings in a patient with severe viral hepa- 
titis. Note prompt decrease in serum bilirubin 
following institution of cortisone therapy. 
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The patient, whose pertinent laboratory data 
are summarized graphically in Figure 3, was a 
43-year-old white man hospitalized with infec- 
tious hepatitis (IH) of two weeks’ duration. His 
illness did not seem severe; nevertheless, he was 
placed on the established therapeutic regimen 
which included complete bed rest, special diet 
and supplementary vitamins. Serum bilirubin re- 
mained essentially constant at a moderately ele- 
vated level for about two weeks after the patient 
was admitted. Subjectively, he felt surprisingly 
well and had none of the classical signs that usu- 
ally accompany the early phase of hepatitis, such 
as anorexia, nausea and vomiting. Shortly there- 
after, however, the serum bilirubin began to rise 
progressively, prothrombin time lengthened and 
there was an increase in the ratio of free : total 
serum cholesterol. The patient’s paradoxical sense 
of well-being continued to belie those alarming 
signs of progressive parenchymal necrosis. Be- 
cause of confusing elements in the diagnostic pic- 
ture that need not be described here, needle bi- 
copsy of the liver was performed on the forty- 
fourth day of illness and verified the presence of 
extensive necrosis (Figure 4). 
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Figure 4. First — Res of oe per- 
formed on patient referred to in Figure 3. Bi- 
opsy was done on 44th day of illness and prior 


to cortisone therapy. Massive necrosis is shown. 


The patient was started on cortisone therapy 
and prompt decrease in the serum bilirubin re- 
sulted (Figure 3). From then on there was sus- 
tained subjective improvement that was matched 
by gradual return of liver function tests to nor- 
mal. The second biopsy of the liver was per- 
formed on the seventy-second day of illness and 
the twenty-seventh day of cortisone therapy 
(Figure 5.) It revealed postnecrotic scarring and 
fatty metamorphosis. The latter is rare in the 
course of viral hepatitis and probably resulted 
from steroid therapy. 

Treatment with cortisone was extended over a 
period of twenty-eight days; during the with- 
drawal phase small doses of ACTH were adminis- 





Figure 5. y comry ~ seca po ho = on “AF 
day of illness and 27th day of cortisone therapy. 
Postnecrotic scarring and fatty metamorphosis 
are shown. The latter is uncommon in viral hepa- 
titis and is attributed to cortisone therapy. 


tered. A month of therapeutic leave resulted in 
neither recrudescence of symptoms nor deteriora- 
tion of liver function tests; therefore, the patient 
was discharged from the hospital. The third bi- 
opsy of the liver was performed one hundred and 
sixty-eight days after the onset of illness (Figure 
6), and revealed essentially normal tissue. The 
patient is now actively pursuing his occupation 
without apparent residual effects of his disease. 
OR" et POR EN IEF ee ti OS 
pe AeA ole hts tad 3 ae IANS 


« 
. a - . ; ¢ 
ah 4 vidos Py 2° hts $ 9°) Saba 
* 2 ee oh G4 Ol \ 
° ie e As ‘a 





oie 5 









eS AP ft epee a 
hws yoyo arate 3 


° “ eee beset + AN Paes 

at 6. Third biopsy of liver, done 168 days 
after onset of illness. Liver is essentially normal 
—as anticipated because of clinical recovery and 
return of function tests to normal. 


OTHER CONSIDERATIONS 

A. Problems in diagnosis: In reviewing 
this series of 115 cases of viral hepatitis, 
it was noted that the two diseases most 
commonly involved in the differential 
diagnosis were Weil’s disease and extra- 
hepatic biliary tract disease with obstruc- 
tion. Since early antibiotic therapy is im- 
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perative in the management of Weil’s dis- 
ease, it is thought that empiric treatment 
is warranted until serological studies can 
be completed. Differentiation between 
parenchymal and surgical jaundice re- 
mains a problem in spite of extensive bat- 
teries of liver function tests and other 
diagnostic procedures. We have recently 
proved to our own satisfaction that the 
abnormally high elevation of serum iron 
that is peculiar to viral hepatitis is of dis- 
tinct benefit in the differential diagnosis 
of jaundice. Determination of serum iron 
is a rather simple procedure well adapted 
to use in the clinical laboratory. Caution 
is urged against panicky surgical inter- 
vention in puzzling cases of jaundice when 
viral hepatitis may be the disease at hand, 
rather than biliary obstruction. 


B. Prophylaxis: Outside the military 
situation the family is probably the epi- 
demiological unit in viral hepatitis (IH). 
If victims of the disease must remain in 
contact with other members of the family 
during the acute phase of the disease, the 
protective use of gamma globulin is ad- 
visable. This may be of added importance 
in view of recent demonstration that a 
carrier state of the disease exists. In this 
series of cases there was one patient who 
stated that 12 other members of his fami- 
ly had had the disease. Families in which 
young children are the first to contract 
the disease should take added hygienic 
precautions, because the habits of small 
children easily lend themselves to fecal 
contamination of food and drink. 

SUMMARY 

One hundred and fifteen cases of viral 
hepatitis treated at the Veterans Adminis- 
tration Hospital in New Orleans during 
the past eight years are reviewed. The 
therapeutic regimen that restored about 
92 per cent of the patients to good health 
is described. A case report is presented 
to demonstrate the efficacy of ACTH and 
cortisone in the management of severe 
cases of hepatitis that fail to respond to 
more conservative therapy. Nine of the 
115 patients died; 7 had relapses following 
treatment. 
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GLAUCOMA AS SEEN BY THE 
GENERAL PRACTITIONER * 
EDGAR W. BOOTH, M.D. 
SHREVEPORT 

The theme of this paper might be said 
to be “Suspicion”, and, in fact, if it ac- 
complishes nothing more than to make 
you suspicious and aware of glaucoma its 
purpose will be accomplished. Glaucoma 
is still a very definite health problem in 
the United States. This problem is mainly 
one of early detection and it is this aspect 
that I wish to emphasize. The magnitude 
of the situation may be revealed by the 
following facts.! 

It has been estimated that there are 
approximately 1,000,000 persons over 40 
years of age who have glaucoma! In this 
age group there are over 40,000 new cases 
occurring each year. 

Each year in the United States 3,400 
new cases of glaucoma blind are recorded. 

When one realizes that about 12 per 
cent of all blindness is due to this condi- 
tion, it must be apparent what a serious 
problem it poses. 

Glaucoma may be simply defined as a 
rise in intraocular pressure above normal 
limits. You will recall that the intraocular 
pressure is regulated by a very delicate 
balance, chemical and functional, between 
the secretion of aqueous by the ciliary 
body of the eye and the excretion of 
aqueous through the canal of Schlemm at 
the angle of the anterior chamber. Any- 
thing which interferes with this mechan- 
ism be it organic or functional, results in 
a rise in intraocular pressure. 

For our purpose glaucoma may be simp- 
ly classified as follows: ” 

1. Primary glaucoma 





* Presented at the Seventy-fourth Annual Meet- 
ing of the Louisiana State Medical Society, May 
22, 1954, in New Orleans. 
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A. Congestive, inflammatory 
1. Acute 
2. Chronic 

B. Chronic simple glaucoma, non- 
inflammatory 

2. Secondary glaucoma 

3. Congenital 

The present day concept of the various 
mechanisms of glaucoma has been out- 
lined by Sugar: * 

“The mechanisms in the production of the in- 
creased intraocular pressure in the various dis- 
eases known as the glaucomas may be separated 
according to the portion of the path of aqueous 
flow which is interfered with. These may be con- 
sidered as follows: 

1. Mechanical blockage of the trabecular spaces 
a. by iris 
b. by particulate matter 
Lack of communication between the anterior 
and posterior chambers 

3. Obstruction of venous drainage 

4. Possible overproduction of aqueous due to 

irritation of the ciliary processes 

5. Vascular hyperemia 

6. Interference with vessels in Schlemm’s canal 

mechanism by sclerosis or narrowing of the 
afferent arterioles.” 

It is easy to see that some of these 
mechanisms may be affected by extra- 
ocular influences, i. e., worry and mental 
shock affecting the vascular bed. 

I have thus briefly covered the basic 
essentials of glaucoma. You are probably 
wondering of what importance is glau- 
coma to the physician? 

To answer this question it will help if 
we briefly cover the symptomatology of 
glaucoma and integrate this with the 
findings the doctor sees in the various 


types. 


iw 


PRIMARY GLAUCOMA 

Primary congestive glaucoma may be 
acute or chronic. The chronic form is 
characterized by recurrent attacks of ele- 
vated intraocular pressure. These attacks 
may be transient at first and then slowly 
increase in severity and duration. The 
patient may or may not complain of 
blurred vision and of halos around lights. 
The latter is more likely to be noticed by 
the patient. Mild recurrent headache may 
be the symptom which brings him to the 
physician. When you have a patient with 
the chief complaint of recurrent head- 


aches always question him as to the oc- 
currence of halos or of diminished vision. 
It is sometimes surprising, however, how 
poor the vision can become and the pa- 
tient not be aware of it. This is because 
glaucoma frequently affects one eye first 
and of course the other eye with normal 
vision “covers” for the involved eye. As 
the attacks increase in duration the head- 
aches become more severe and prolonged, 
and frequently it is at this time that the 
patient consults his doctor. Unless he is 
in the attack there may be nothing to 
make you suspicious. If he is in a con- 
gestive phase there will be photopsia, 
blurred vision, and injection of the con- 
junctiva. Unless you keep glaucoma in 
mind the headache may be confused with 
one of vascular origin. There may be a 
history that the attack was precipitated 
by exposure to darkness, or that the pa- 
tient has been mentally upset. Occasional- 
ly, the attack may wake the patient out 
of a sound sleep. 


The previous chain of events may merge 
into the acute congestive phase or the 
latter may be the initial attack. This 
acute phase is an emergency and must be 
treated immediately. Fortunately, this 
acute type is seldom missed because of 
concentration of symptoms referable to 
the eye. These are the same as previously 
described except much more pronounced, 
plus nausea and vomiting, chills and 
bradycardia. The anterior chamber will 
be shallow, the cornea hazy, the pupil 
dilated and the iris muddy. The eye feels 
hard to palpation. The disk may be red- 
dened but will not be excavated unless 
this phase or a chronic simple glaucoma 
has persisted for some time. Frequently 
the fundus cannot be seen due to the 
cloudy cornea. In some cases in which 
the systemic symptoms are severe the pa- 
tient is so profoundly ill that they con- 
sider their eye pain a minor part of their 
illness and will not call the doctor’s at- 
tention to the eye and then it may be 
mistaken for an acute gastrointestinal af- 
fair. Fortunately, these are the excep- 
tions. An acute congestive glaucoma 
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should be treated immediately, for each 
hour delay means more loss of vision. 

A final word about this type of glau- 
coma. Any patient who relates a history 
of recurrent attacks of eye or head pain, 
with or without blurred vision or halos 
should be referred for glaucoma evalua- 
tion. In doubtful cases we have certain 
tests to aid in the diagnosis of this type 
of glaucoma. 

CHRONIC SIMPLE GLAUCOMA 

This is the most important group in 
our discussion because of its frequency 
and its lack of identifying symptoms. 
The usual picture in this type is a slow 
increase in intraocular pressure in a 
stair-step like manner. The tension rises 
slowly to a slightly higher level and the 
eye then compensates at this level. This 
is repeated, each time the tension reach- 
ing a slightly higher level. Symptoms are 
usually absent early except for an oc- 
casional complaint of colored rings around 
lights. In the later stages there may be 
early morning headaches which disappear 
on rising. Television or movies frequent- 
ly produce headaches. There may be a 
complaint of numerous changes of glasses 
or one of trouble adjusting the eyes to 
darkness. Still later there will be foggy 
vision, frontal headaches, and _ halos 
around lights. It is about this point that 
the physician may see the patient because 
of the headaches. Again let me repeat 
that any patient with headaches should be 
questioned as to the presence of foggy 
vision or colored halos around lights. 
Many patients will only give a history of 
headache when questioned. None of these 
symptoms may be present and the patient 
losing his sight from glaucoma. On the 
other hand he could have any or all and 
not have glaucoma. One must not forget 
that glaucoma is much more frequent 
after forty. This is the same age period 
when presbyopia begins to raise its ugly 
head. This accounts for some of the delay 
in recognition of this condition since the 
patient thinks he is supposed to be hav- 
ing trouble at this time. Glaucoma sim- 
plex is often confused with cataract be- 
cause of the loss of vision and the slight 


greyish haze of the lens which is seen 
through the slightly dilated pupil. You 
will note the contrast of this simple glau- 
coma with the congestive type. In the 
simple type you do not have a history of 
recurrent attacks. The symptoms are mild 
and vague until the advanced stage. I 
remember a case in which the tension was 
65 and the only complaint was the need 
for new glasses. 

The optic disk will show both cupping 
and pallor. The cupping is first noted at 
the temporal side of the disk. As this 
progresses the cupping becomes more com- 
plete and the vessels are seen to bend as 
they cross the disk edge and are pushed 
to the nasal side. 

The third group to be discussed might 
be called induced glaucoma. This includes 
the cases of glaucoma initiated by the 
administration of the sympathomimetic 
drugs, such as banthine, atropine, bella- 
dona, ete. If during the course of ad- 
ministration of one of these drugs for 
other conditions the patient should com- 
plain of blurred vision, loss of accommo- 
dation or pain of any degree in the eyes, 
it is important that this patient be 
checked for glaucoma. In these cases I 
feel that the patient has a glaucoma po- 
tential which was precipitated by the 
drug. Therefore, it is doubly important 
that this patient be referred for further 
study so that he may be followed for 
development of a subsequent glaucoma. 
I see about two cases of this a year and 
I am sure that those in eye clinics see 
many more. 

INFANTILE GLAUCOMA 

This is a hereditary condition, of re- 
cessive transmission. Ninety per cent of 
the cases appear by the third year. It is 
due to a congenital defect in the angle. 
It is characterized by an increase in size 
of the globe. It is not common but is 
mentioned only to remind you that it does 
occur, and that it can be treated by 
surgical means. 

SECONDARY GLAUCOMA 

Secondary glaucoma infers that the 
glaucoma is secondary to some other pro- 
cess in the eye. For our discussion it will 
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suffice to say that if the doctor has to 
treat an eye for trauma, inflammation, or 
iritis, and it does not respond to treat- 
ment, the occurrence of a secondary glau- 
coma must be considered. Patients who 
have gross cataracts and who present 
themselves with an injected painful eye 
may have both a cataract and a glaucoma. 
OBSERVATION OF THE OPTIC DISK 

In all of our foregoing discussion I 
have given a general view of glaucoma 
of which you are probably already aware. 
I would now like to discuss more fully 
the investigation of the optic disk with 
the ophthalmoscope, an instrument which 
I hope most of you possess. I believe that 
observation of the optic disk in the evalu- 
ation of glaucoma is less well understood 
then it should be. To recognize the ab- 
normal we should first know the normal 
variations. Many years ago, Elschnig 
classified normal disks into five types: 

Type 1—Funnel type—In this you will 
see the entire disk is filled in by nerve 
fibers except for a tiny central funnel 
surrounding the vessels. 

Type 2—Cylindrical—This has a cen- 
tral, deep, steep walled excavation of not 
more than one-third disc diameter. The 
altitude of the excavation is greatly in 
excess of the base. 

Type 3—Saucer shaped—This is a shal- 
low excavation, taking up much of the 
disk. It is abrupt above and gentle below. 
On the temporal side the slope is more 
gentle. Over the abrupt drop above one 
may see apparent interruption of the 
vessels. 


Type 4 is seen in myopes. The temporal 
half is excavated and slopes up to the 
level of the retina. On the nasal side 
there is a rather thick layer of fibers and 
the level drops abruptly down to the deep- 
est portion of the excavation. 


Type 5 are those with atypical nerve 
arrangements which border on congenital 
anomalies. 


We who are seeing eye patients make 
records of each patient’s disk appearance 
for future comparison. What you are in- 


terested in as a doctor, however, is what 
constitutes a suspicion of glaucoma. You 
can have a very large excavation and still 
have a normal disk. 


Type 3 disks make one very suspicious 
of glaucoma. Actual cases of glaucoma 
with this type of cup are rare, however. 
The important area to keep in mind is 
the nerve fiber layer itself. In physio- 
logical excavations these cup borders 
never reach the disk border except on the 
temporal side and that usually in type 4. 

When one sees the nerve fiber layer 
thinned out to the disk border above or 
below, you can be sure that it is not a 
physiological cup. Remember that nor- 
mally the nerve fiber layer is pink in 
color. In judging the color of this layer 
do not contrast it with the surrounding 
retina as this is sometimes misleading. 
Evaluate the color of the fibers strictly 
on the intensity of pinkness on the nasal 
side of the nerve head. In some fundi 


there may be a conus or a circumpapillary 


halo which will give an atrophic nerve 
fiber layer the appearance of being more 
pink than it actually is. 


As I said early in this paper I hope I 
have made you suspicious. In conclusion, 
let me quote from an article by Kronfeld.® 
“Ineffectiveness of the therapeutic meas- 
ures taken by the ophthalmologist ac- 
counts for only a small percentage of the 
blindness that occurs in the U.S.A. Most 
of the blindness occurs because the dis- 
ease was not recognized.” 


SUMMARY 

The general considerations of glaucoma 
have been presented and the important 
problem of early recognition emphasized. 
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CHONDROMALACIA OF THE 
PATELLA 
IRVIN CAHEN, M.D. 
NEW ORLEANS 

In recent years arthrotomy of the knee 
joint has become an accepted procedure, 
not only from the therapeutic standpoint, 
“but also for the purpose of diagnostic sur- 
vey. Prior to this opinion, laity as well as 
professional personnel seemed to be hesi- 
tant to a degree in exposing the articula- 
tion to this direct attack. This hesitancy 
was no doubt due to the unwarranted be- 
lief that exposure of the joint led directly 
to postoperative complications of insta- 
bility, continued pain, and restricted mo- 
tion. With the advent of improved sur- 
gical technique and the overall lessening in 
the danger of infection, as well as pre- 
operative preparation, such as quadriceps 
training and the use of antibiotics, the 
orthopedic surgeon has broadened indica- 
tions for this procedure. Exploration of 
the abdomen by the general surgeon has 
been of great value and now in similar 
concept, arthrotomy has aided diagnostic 
ability in establishing those many factors 
which have been broadly grouped under 
the term “internal derangement of the 
knee joint’. 

Pathology of the joint classified as “‘in- 
ternal derangement” has recently been 
presented by Peabody as follows: 

1. Meniscus lesion. 

a. Post-traumatic 
b. Degenerative 
c. Cystic 
2. Chondropathy of patella. 
a. Degenerative 
b. Post-traumatic 
c. Congenital 
Osteochondritis dissecans. 
4. Joint mouse, simple loose body. 
a. Synovial origin 
b. Arthritic, hypertrophic 
Recurrent dislocation of the patella. 
Ligamental instability, all types. 
Congenital meniscus lesions. 


~ 


=P? 





* Presented at the Seventy-fourth Annual Meet- 
ing of the Louisiana State Medical Society, May 
22, 1954, in New Orleans. 


a. Discoid anomaly 
b. Calcification or ossification 

8. Ununited fracture of the tibial emi- 
nence. 

9. Hypertrophic synovial villi 
pad. 

10. Osteochondromatosis. 


It is the intention of the author to dis- 
cuss chondropathy of the patella and to 
indicate the usage of the term chondro- 
malacia. It is believed that this condition 
is more frequently present than previ- 
ously credited, and that it is a distinct 
entity that offers chronic disability in- 
volving the knee articulation. During re- 
cent years this subject has gained the at- 
tention of reviewers and with the stimu- 
lation of the past armed conflict, various 
statistical reports have been recorded, in- 
dicating the relative increase of this path- 
ology. 

There is a variance of opinion as to 
the presentation of original work of this 
entity. It has been accepted that Beudin- 
ger, in 1906, first outlined the pathologi- 
cal factors of fissure formation of the 
cartilage of the patella. Kénig, in 1924, 
was officially credited with the use of the 
term “chondromalacia pattellae”’ in the 
literature but others believed that Aleman 
indicated this pathology as early as 1918. 
As in many cases Aleman did not record 
his full report until 1927 and the actual 
distinction as to the original presentation 
has remained at a variance among authors. 
Certainly, it is to be noted that the ma- 
jority of the early work was done by 
Scandinavian surgeons and only recently 
has it gained the attention of surgeons 
within this country. 


In general, the term “chondromalacia” 
has been accepted to describe a circum- 
scribed degeneration of the articular sur- 
face of the patella with softening and fib- 
rillation of the cartilage. This later is 
followed by additional degeneration with 
thinning of the cartilage and wearing 
away of the articular surface. In more 
chronic phases the osseous structure of 
the patella is exposed producing changes 
of proliferation and sclerosis. 


or fat 
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The patella is a structure vulnerable to 
trauma. It is a large sesamoid bone de- 
veloped within the substance of the quad- 
riceps femoris tendon. It remains an es- 
sential part of the extensor apparatus of 
the knee. The bone acts in a protective 
role as far as the patella surface of the 
femur is concerned. The articular carti- 
lage which is more or less avascular acts 
as a cushion to absorb and dissipate pres- 
sure. The patella aids in the leverage ac- 
tion of the quadriceps musculature per se. 
It is understood that the removal of the 
bone does not seriously affect the power 
of joint motion, and this has been repeat- 
edly proven by the extirpation of the 
structure for various reasons. It has been 
reported that an increase of osteo-arthri- 
tis of the knee can be observed in those 
cases in which the patella has been re- 
moved. 

It is the general consensus that the 
basic etiology for this entity is trauma, 
and in reviewing the various cases the 
author believes that the traumatic factor 
must be accepted as the major basis for 
this degeneration. Trauma is not neces- 
sarily to be considered as singular and 
acute, but also with the development of 
changes over a prolonged interval secon- 
dary to this factor it is considered that 
minor trauma in degree extending over a 
chronic period, may produce the changes 
of this articular degeneration. Our knowl- 
edge relative to the nutritional value of 
synovial fluid is not complete, but it has 
been expressed by Hirsch, in 1944, and by 
other authors that a loss of proper nutri- 
tion to the articular cartilage is also a 
cause for degeneration. Anatomically it 
is known that the cartilage is avascular, 
especially towards the center. The factor 
of age has also been considered since 
there appears to be some similarity be- 
tween chondromalacia of the patella and 
degenerative osteo-arthritis, as expressed 
by K6énig. Other authors have indicated 
that there is a predisposition towards 
trauma to the knee cap in reference to 
the peculiar mechanism of the joint in 
which motions of this articulation allow 


direct contact with the facet of this pa- 
tella structure. Although the factor of 
trauma seems to be most important, au- 
thors have reported various studies which 
indicate that degeneration of the cartilage 
without apparent trauma does exist and, 
therefore, in line with this involvement 
would accept a constitutional disposition 
as an etiological factor. 
PATHOLOGY 

Pathologically, chondromalacia of the 
patella is essentially a cartilaginous de- 
generation. Only in the more chronic 
stages of this abnormality will the under- 
lying osseous structure of the patella 
show changes. Pathology may be consi- 
dered in various phases. First, is the con- 
tusion with secondary fissures, then the 
malacia in which the cartilage becomes 
raised and fibrillated and third the actual 
degeneration of the cartilage with final 
changes of the underlying osseous struc- 
ture and synovitis. 

Cartilaginous origin of this pathology 
must be understood for this makes it en- 
tirely different from osteochondritis dis- 
secans. In this latter pathology there is 
a necrosis of the subchondral bone, result- 
ing presumably from vascular change, 
which eventually allows the separation of 
the bone at one area of the cortex, and 
then follows degeneration and necrosis of 
the cartilage attached to the separated 
fragment. 

From the gross standpoint the pathology 
of chondromalacia would indicate that the 
cartilage changes from a firm consistency 
of bluish-white tinge to an opaque yellow 
substance, which becomes soft and adopts 
a frayed appearance. In the early stages 
there is fibrillation of the superficial layer 
of cartilage, and the deeper layer of the 
cartilage becomes edematous and swollen. 
As the process continues the fissuring 
opens to the deeper structures allowing 
for degeneration so that with constant 
motion of the knee cap the structure be- 
comes thin and finally may be opened to 
expose the bone. In the final stages the 


underlying osseous structure may show 
various degrees of sclerosis and osteophy- 
tic formation. 
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Microscopically the reaction is generally 
avascular and the chondrocytes show early 
death with development of open lacunae. 
In these early phases these chondrocytes 
may be grouped in several areas, but will 
gradually disappear, as the cartilage be- 
comes fibrillated and frayed. 

In chronic cases the area of the femoral 
condyle adjacent to the patella will show 
a “mirror or kissing” reaction, and simi- 
lar degeneration of the cartilage will de- 
velop. In some cases the cartilage will 
break off into the joint and by concretion 
develop smaller loose bodies. The synovial 
membrane is secondarily involved produc- 
ing a noninfectious inflammatory reaction 
with increased joint fluid and thickening 
of the synovial structure. 


In general, the areas involved are more 
commonly the inferior and medial border 
of the patella over the medial facet, but 
other areas of the patella may become 
affected. 

INCIDENCE 

In reviewing the subject it has been 
noted that the condition may occur gener- 
ally in all ages, but appears to be more 
common in the younger adults. Studies 
have indicated that there appears to be 
a higher incidence of this abnormality in 
comparison to other derangements previ- 
ously recognized, and likewise because of 
this increase it is now becoming a more 
common cause for arthrotomy of the joint. 

In 1927, Aleman indicated 220 arthroto- 
mies in which approximately one-third 
showed some form of patellar degenera- 
tion. Darrach, in 1935, reported 157 op- 
erations of the knee joint in which 36 
cases, or approximately 23 per cent, 
showed similar change. Hayes reported 
124 cases in which 9 showed chondromala- 
cia. Sotohall submitted 65 cases with 12 
or 18.5, per cent revealing changes of 
chondromalacia. Chaklin, in 1939, re- 
ported on 159 cases of arthrotomy of the 
knee joint in which 38 cases presented 
changes, and Karr and Howard reported 
on 60 cases in which 19 (31 per cent) 
showed evidences of chondromalacia. 

In reviewing this literature it has been 


noted that chondromalacia frequently oc- 
curs with other derangements of the joint, 
and it was also noted further that the 
abnormality may occur secondary to vari- 
ous mechanical derangements such as, 
subluxation of the patellae, fractures of 
the patella, and various traumas such as 
falling upon the knee in semiflexion, and 
with secondary ligamentous and menisci 
pathology. 


The author had the occasion to review 
150 cases of arthrotomy of the knee joint 
taken from the records of Charity Hospi- 
tal of New Orleans, Touro Infirmary and 
Hotel Dieu Sisters Hospital, over a period 
January 1950 to January 1954. In these 
150 cases there were 32 recorded cases 
(21 per cent) of chondromalacia of the 
patella. Among this 150 cases of arthro- 
tomy the examiner also noted 71 cases of 
meniscus laceration, 19 cases of osteo- 
chondritis, and 11 cases of osteochondro- 
matosis. The remaining number included 
calcifications of cartilages, osteo-arthritis 
of the knee joint and removal of foreign 
bodies. 

DIAGNOSIS 

In seeking the diagnosis of this condi- 
tion, the clinical history has indicated the 
presence of chronic knee discomfort vary- 
ing in degree of intensity. As in most 
cases of derangement, the fundamental 
complaint is that of pain within the knee 
joint associated with weakness of the ex- 
tremity, especially as noted in traversing 
uneven ground or ascending or descend- 
ing stairs. It has been observed that 
many of these cases recorded the sensa- 
tion of stiffness in knee joint function, 
especially in getting up in the morning, 
and referred to occasional temporary 
locking of the joint with catching sensa- 
tions as the knee was brought from the 
flexed to extended position. Many of these 
patients referred to distinct crepitation. 
Some would indicate a “scraping sensation 
within the joint” and others would re- 
fer to “audible sensation of grinding 
sounds in walking”. True locking of the 
joint such as experienced in laceration of 
the menisci is generally not present. The 
patient’s complaint of catching or tempo- 
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rary locking associated with acute pain 
is believed to be probably due to loose 
bodies, which have broken off from the 
frayed cartilage structure. 


The location of the pain is important 
in arriving at this diagnosis. It has been 
stated that the pain is central to the knee 
cap and can be aggravated by compression 
of the structure. In this manner crepitus 
is also accepted as a characteristic sign 
of this abnormality. Most examiners pre- 
fer to elicit crepitation by having the pa- 
tient lie upon the back with the hip and 
knee flexed. From this attitude exten- 
sion of the knee joint will reveal upon 
palpitation a grating sensation or crunch- 
ing effect, as the patella moves across the 
femoral condyle in ratchet motion. The 
frayed cartilage acting as a mechanical 
resistance to this movement may account 
for the insecurity of the knee to which 
many patients refer. In some cases with 
synovial irritation, as in secondary type, 
the presence of effusion of the joint may 
limit the sensation of crepitus as the fluid 
separates the frayed surfaces between the 
patella and condyle. 


Physical findings, such as atrophy of 


the thigh, limited motion of the knee 
joint, and tenderness upon pressure over 
the knee cap likewise aid in the estab'ish- 
ment of diagnosis. In addition to the 
clinical history and signs and symptoms, 
as indicated above, aspiration of fluid 
within the joint may show some increased 
content of cloudy type and at times flecks 
of cartilage may be noted. On many occa- 
sions the fluid is clear, however, and the 
author is of the opinion that only in the 
more chronic cases would one expect cloudi- 
ness of fluid. 


X-ray studies are of little help in the 
diagnosis of this condition. X-rays taken 
during the early phases of this condition 
are negative for bone change. At times 
in the later stages of this abnormality 
marginal osteophytes may be present in 
the patella, and may indicate the presence 
of advancing degeneration. Recently, vari- 
ous studies by pneumoradiography of the 
knee have been accomplished, but the ex- 


perience of the author in this contrasting 
medium study is such as to state that posi- 
tive contrast media will only be noted in 
the stage of degeneration of the knee cap 
that should ordinarily be diagnostic by 
other means through clinical interpreta- 
tion. 
TREATMENT 

In discussing the treatment of this con- 
dition, the examiner would indicate that 
severity of the complaint is of greatest 
value. Minor complaints may allow some 
reaction to conservative care by restric- 
tion of knee activity and local physical 
therapy. The observation of a _ patient 
over a prolonged interval is necessary to 
determine either recovery or the possible 
continued or increased disability. In gen- 
eral, however, the persistence of these 
complaints would indicate surgical inter- 
vention and the accepted procedure is ex- 
posure by arthrotomy of the knee joint 
through a medial parapatella_ incision. 
Methods of surgery to be utilized actually 
depend upon the degree of involvement of 
the knee cap which can only be noted at 
exploration. Methods would be: (1) by 
the excision of the degenerative cartilage, 
removing it by scalpel; or (2) a patella- 
plasty consisting of the removal of the de- 
nuded cartilage area with intervention of 
synovial membrane from the infrapatel- 
lar area. The author does not believe that 
this latter procedure is favorable. (3) The 
complete removal or excision of the knee 
cap. The decision must be determined at 
the time of surgery. It is also necessary 
to inspect the knee joint completely in 
order to ascertain that there are no loose 
cartilaginous bodies within the joint, and 
to determine if any additional derange- 
ment is present. Conversely, it must be 
considered that incidence of chondromala- 
cia present in those joints open for other 
purposes would certainly indicate the ne- 
cessity for exploring the knee cap in order 
to rule out this pathology. 

Among the cases recorded in this re- 
view are 9 cases personally managed. All 
of these cases showed moderate changes of 
the knee cap and at surgery resection of 
the degenerative cartilage down to the 
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bone was accomplished. Eight cases of 
this group have shown excellent recovery, 
one case continues to have some discom- 
fort in the knee, which the author con- 
siders to be the result of a chronic syno- 
vial reaction and treatment of this condi- 
tion has continued by the use of hydro- 
cortone instillation. Of the 32 cases re- 
ported, 5 were considered severe enough 
to require excision of the patella. Insofar 
as the records show, apparent favorable 
operative results occurred but the degree 
of motion obtained has not been deter- 
mined. 


It is recommended that the postopera- 
tive treatment consist of the application 
of pressure bandages over the knee joint. 

A splint has not been utilized postopera- 
tively, but this has been used by other 
surgeons, especially in those cases in 
which the knee cap is removed or a patella 
ligamental plication has been accomp- 
lished. If splint fixation of this type is 
utilized the examiner would recommend 
an interval period of some two weeks 
of immobilization followed by gradual 
motion of the joint. The examiner, in the 
more minor cases, has continued the pres- 
sure dressings for a period of some seven- 
ty-two hours with changing of dressings 
and the maintenance of restricted mobility 
with the patient sitting in bed until the 
eighth day. Quadriceps exercises are be- 
gun within forty-eight hours by setting 
procedure. The patient is gradually al- 
lowed to bend the knee after the sutures 
are removed on the eighth or ninth day. 
Crutches are utilized in the early phase of 
ambulation for an interval period of ap- 
proximately two weeks. Weight-bearing 
at this time is allowed if the patient is 
able to accomplish this without discomfort. 
After some two weeks the crutches are 
discontinued, the patient is given various 
forms of physical therapy, so that the ex- 
pected recovery interval is within a pe- 
riod of eight to ten weeks. 

CONCLUSIONS 

This review of one form of internal 
derangement of the knee joint has been 
presented in an effort to bring to atten- 


tion the comparative prevalence of chon- 
dromalacia of the patella. The statistical 


report obtained through the records at the 
hospitals has indicated that this condition 
is fairly frequent and as a direct entity 
must be accepted as another cause for 
joint exploration and therapy. 


Chondromalacia of the patella will simu- 
late the findings of internal derangement 
and must be considered in all cases of 
joint trauma. Persistence of this abnor- 
mality will cause increasing disability of 
the joint and when recognized the proper 
surgical procedure such as chondrectomy 
or patellectomy will result in a favorable 
response with recovery in function of the 
joint. Associated synovial reaction of 
chondromalacia will clear with the remov- 
al of the original pathology. It is believed 
that in all patients who have other than 
minor involvement or those who do not 
respond to conservative care, that opera- 
tive intervention is able to produce defi- 
nite relief and allow return of function of 
the knee joint. The actual method of 
treatment should be determined by the 
severity of symptoms and the exploration 
of the patella at operation. Lesions of the 
cartilage of the patella are to be accepted 
in a high incidence among the various 
mechanical disturbances of the joint, and 
unless they are treated will produce fur- 


ther secondary and progressive changes of 
the joint. 
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DYSFUNCTIONAL UTERINE 
BLEEDING * 
LORIN J. MICKEY, M.D.7 
NEW ORLEANS 

Two thirds of all women experience ir- 
regular bleeding at some time during their 
menstrual lives. Most of these disturb- 
ances are minor and self limited, and re- 
quire only careful observation. The re- 
maining patients present histories of pro- 
fuse or prolonged bleeding which demand 
accurate diagnosis and vigorous therapy. 
Organic pathological states account for 
about four fifths of these disorders while 
the other fifth is not associated with 
demonstrable structural changes. The 
term dysfunctional uterine bleeding refers 
to this group. The term functional uter- 
ine bleeding is used synonymously. The 
former designation is preferred because 
it implies abnormality and more properly 
emphasizes the condition. 





Dysfunctional uterine bleeding may 
therefore be defined as irregularity or ex- 
cess of menstrual flow in the absence of 
organic disease of the reproductive or 
hematopoietic organs. This definition im- 
plies careful exclusion of pregnancy, in- 
fections, neoplasms, endometriosis, and 
hematologic disorders before the diagnosis 
is considered. The entity is properly 
limited to abnormal endocrine reproduc- 
tive relationships. 

CURRENT CONCEPTS OF PATHOLOGICAL 

PHYSIOLOGY 

Characteristic constitutional features 
typify many of these patients. Obesity, 
short stature, and a slight degree of hir- 
sutism are often noted. Family histories 
of thyroid dysfunction and diabetes are 

* Presented at the Seventy-fourth Annual Meet- 
ing of the Louisiana State Medical Society, May, 
22, 1954, in New Orleans. 

+ From the Department of Obstetrics and Gyne- 
cology, Louisiana State University School of Medi- 
cine, New Orleans. 


frequently elicited. On the other hand, 
severe prolonged emotional stress and nu- 
tritional deficiency can modify endocrine 
function sufficiently to produce this dis- 
order in patients of all types and make- 
ups.! 

Dysfunctional bleeding is occasionally 
encountered during puberty. At this time 
the endocrine and reproductive organs are 
immature and hormonal activities erratic 
and incomplete. It is not infrequently en- 
countered during the menopausal years as 
ovarian function wanes, but the majority 
of cases occur during the active reproduc- 
tive period. 

The faulty impression is widespread 
that severe dysfunctional bleeding is irre- 
versible, and that a majority of patients 
must look forward to recurrence of ab- 
normal bleeding and infertility. Follow-up 
studies, however, have revealed that this 
gloomy attitude is not justified. Normal 
menstrual function can be established in 
more than one-half of these patients, and 
serious blood loss can be prevented in 
most of the remainder by judicious thera- 
py. 

In order to understand the alteration of 
hormonal balance thought to be present 
in dysfunctional bleeding, a brief review 
of the normal menstrual cycle is in order. 
This is diagrammed in Figure 1. The fol- 
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licle stimulating hormone from the an- 
terior pituitary stimulates the Graafian 
follicle to produce estrogens which then 
induce proliferative changes in the endo- 
metrium. With liberation of luteinizing 
hormone from the anterior pituitary, ovu- 
lation occurs and corpus luteum transfor- 
mation of the follicle begins. Secretion of 
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the luteotrophic hormone maintains the 
corpus luteum which produces estrogens 
and progesterone. These stimulate secre- 
tory changes in the endometrium. As the 
corpus luteum ages, hormone production 
falls and the vascular support of the endo- 
metrium fails. The endometrium sheds in 
the menstrual flow. 

Figure 2 illustrates the situation in 


Figure 2 DYSFUNCTIONAL BLEEDING DUE TO FAILURE OF 
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pubertal, post partum, and some meno- 
pausal patients. Here the pituitary does 
not produce adequate amounts of luteiniz- 
ing or luteotrophic hormones. Follicles are 
stimulated, but ovulation and corpus lu- 
teum transformation do not occur. Estro- 
gens are produced in irregular fashion. 
Whenever a significant drop in estrogen 
production occurs, vascular support for 
the endometrium fails and withdrawal 
bleeding occurs. 

A variation of this same mechanism is 
illustrated in Figure 3. Here the estrogen 
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production is maintained beyond the 
length of the normal cycle with continued 
proliferation of the endometrium. No 
vaginal bleeding occurs through several 
cycles. The endometrium becomes hyper- 
plastic. Estrogen production finally wanes 
and withdrawal bleeding ensues with pro- 
longed profuse shedding of the hyper- 


plastic endometrium. 
Figure 4 illustrates a rather uncommon 
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mechanism of the production of prolonged 
profuse menstruation. Here the corpus 
luteum is maintained beyond its normal 
span by continued production of luteiniz- 
ing and luteotrophic hormones. Proges- 
terone production falls but is maintained 
at a reduced level. Some of the secretory 
glands disintegrate and shed, while others 
are maintained. New follicles from the 
next cycle are ripening and producing 
estrogens. This renews proliferation in 
the stumps of the shed glands. Curettage 
on the seventh or eighth day of such 
bleeding reveals the microscopic picture of 
irregular shedding characterized by both 
secretory and proliferative changes in the 
endometrium. 

It should be emphasized that it is im- 
proper cycling of pituitary secretion which 
appears to be at fault in these mechan- 
isms. Failure of ovulation alone usually 
produces bleeding indistinguishable from 
normal menstruation.?. It is the irregu- 
larity of pituitary secretion whith results 
in dysfunctional bleeding. 

DIAGNOSIS 

In the initial work-up of these patients, 
special emphasis is placed upon detection 
of associated endocrine abnormalities. 
BMR determinations are indicated. Hypo- 
thyroidism can result in excessive irregu- 
lar bleeding, and therapy with dessicated 
thyroid is specific. 

Detection of glycosuria demands per- 
formance of a glucose tolerance test. Dys- 
functional bleeding in the diabetic fre- 
quently responds only to control of the 
diabetes. 
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A complete blood count is_ essential. 
Significant degrees of anemia impair en- 
docrine function, and therapy is frequent- 
ly ineffective until the anemia has been 
corrected. Inadequate numbers of plate- 
lets indicate search for other evidence of 
thrombocytopenic purpura, which fre- 
quently presents irregular uterine bleed- 
ing as an initial manifestation.* Leukemia 
may also produce this disorder as _ its 
presenting symptom. 

Recently a defect in the clotting mechan- 
ism in the blood of some patients with 
irregular bleeding has been detected. This 
defect has been postulated to be due to 
the presence of a heparin-like substance. 
It can be demonstrated by protamine ti- 
tration, and can be counteracted by the 
use of toluidine blue and similar dyes. A 
recent critical study indicates that this 
defect is very rarely present in patients 
with true dysfunctional bleeding.* There- 
fore, routine use of these dyes is of little 
or no avail in this disorder. Certainly, 
empiric uses of dye therapy as a substi- 
tute for diagnostic study should be dis- 
couraged. 


DIFFERENTIAL DIAGNOSIS 

In our experience the condition most 
often confused with dysfunctional bleed- 
ing is threatened or incomplete abortion 
of an early pregnancy. It should be em- 
phasized that endometrial hyperplasia of- 
ten presents signs and symptoms identical 
with those of early pregnancy.5 Amenor- 
rhea of one or two months’ duration, 
tenderness of the breasts, slight enlarge- 
ment and softening of the uterus and ex- 
cessive or irregular uterine bleeding are 
as characteristic of endometrial hyper- 
plasia as of threatened abortion. Occasion- 
ally, repeated episodes of irregular bleed- 
ing regarded as dysfunctional have eventu- 
ally been proved by curettage to have been 
caused by retained placental fragments. 
These fragments can be recognized as 
causing abnormal bleeding for as long as 
a year after an incomplete abortion. Small 
submucous myomas give rise to irregular 
bleeding without producing changes in 
the external contour of the uterus. Endo- 


metrial polyps likewise give no external 
clue to their presence. In the later repro- 
ductive and menopausal age groups malig- 
nancy must always be considered as a pos- 
sible cause of abnormal bleeding. When- 
ever ovarian tissue has been destroyed or 
the cortex altered by pelvic inflammatory 
disease, follicle maturation and rupture 
and estrogen production may be interfered 
with. Irregular bleeding from erratic es- 
trogen stimulation of the endometrium 
may result. Hormonal therapy cannot al- 
ter the fibrotic changes in the ovaries, 
and is generally considered contraindi- 
cated in this disease. Irregular bleeding 
associated with endometriosis should be 
managed by a different routine of hor- 
monal therapy, if such a mode of treat- 
ment is chosen. 


The only satisfactory way to rule out 
organic conditions is to perform a careful 
pelvic examination under anesthesia, and 
to follow this with a meticulous curettage. 

TREATMENT 

In all these patients correction of abnor- 
malities discovered during the _ initial 
study should be attempted. Significant 
anemia impairs endocrine function, and 
therapy is frequently ineffective until it 
is successfully treated. Adequate nutri- 
tion is necessary. If obesity is marked, 
weight reduction alone is sometimes effec- 
tive in restoring normal function. Many 
clinicians employ thyroid almost routinely 
in the initial stages of treatment whether 
or not evidence of hypothyroidism is pres- 
ent. 

Treatment may be designed to attain 
several objectives—immediate hemostasis, 
prevention of recurrent profuse bleeding, 
and the return of normal function and 
fertility. To accomplish these objectives 
there are available three therapeutic ap- 
proaches—surgery, irradiation, and ad- 
ministration of hormones. Since the ob- 
jectives vary in relative importance with 
the age of the patient, these therapies will 
be evaluated in terms of their applicabili- 
ty to the pubertal, active reproductive, and 
menopausal groups. 

In the pubertal group normal function 
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is to be anticipated as maturity is at- 
tained. Treatment is indicated only when 
blood loss is profuse and repeated trans- 
fusions necessary. Hemostasis is the prime 
objective. Since most of the conditions 
discussed under differential diagnosis are 
uncommon in this group, work-up may be 
simplified. A complete blood count, bleed- 
ing and clotting times, platelet count, 
pregnancy test, and rectal and vaginal 
examinations are indicated. If these sug- 
gest no organic pathology hormonal ther- 
apy may be instituted. Curettage is a 
traumatic event for the younger patients 
and can be dispensed with except for 


those few in whom hemostasis cannot be 
attained by hormonal therapy. 


Bleeding can be controlled by adminis- 
tration of estrogens. Stilbestrol 15 to 25 
mg. administered intramuscularly daily 
for three or four days will induce growth 
of proliferative endometrium and _ stop 
bleeding within forty-eight hours. Pro- 
gesterone in oil, 25 mg., is then adminis- 
tered intramuscularly on alternate days 
for three doses. Three or four days later 
withdrawal bleeding accomplishes a medi- 
cal curettage. It is to be expected that 
bleeding at this time will be profuse. With 
onset of bleeding cyclic therapy should be 
started. This includes oral stilbestrol, 1 
mg. daily for twenty-one days, and pro- 
gesterone in oil, 25 mg., given intramuscu- 
larly on the twenty-first, twenty-third, 
and twenty-fifth days. Withdrawal bleed- 
ing usually occurs on the twenty-eighth 
day. Bleeding occurring during the period 
of medication calls for increase in dosage 
of stilbestrol. This therapy is continued 
through three cycles and stopped. Normal 
function usually ensues. It may be neces- 
sary to continue cyclic therapy of proges- 
terone for a few cycles if abnormal bleed- 
ing recurs.® 


During the active reproductive period 
an initial curettage should precede any 
other form of therapy. A single curettage 
is successful in controlling abnormal bleed- 
ing permanently in about one third of 
this group. Removal of the endometrium 
stops bleeding, but in itself has no effect 


upon pituitary or gonadal function. It is 
effective as a single therapeutic measure 
only when the altered function is easily 
reversible and transitory. The first men- 
strual period following curettage is usu- 
ally irregular in some way. It may be 
early or late, and is frequently profuse. 
The subsequent two or three periods may 
also be abnormal. For this reason the ef- 
fectiveness of curettage can be evaluated 
only over a period of several months, Fol- 
lowing curettage, if histological examina- 
tion reveals proliferative or hyperplastic 
endometrium the patient should be fol- 
lowed with basal temperature charts. En- 
dometrial biopsies should be performed at 
the onset of subsequent bleeding to see 
if ovulation is occurring. If it is not after 
four or five months, institution of cyclic 
therapy as previously outlined is indicated. 


The rationale for this therapy is two- 
fold. First, it rests the pituitary and 
ovaries. Estrogens suppress the secretion 
of pituitary gonadotropins. The follicles 
are thereby freed from stimulation. Sec- 
ondly, progesterone given in one cycle en- 
hances the proper balance of pituitary 
gonadotropic secretion necessary for ovu- 
lation in the succeeding cycle. Following 
three cycles of this therapy normal pitui- 
tary-ovarian function frequently is re- 
sumed. This therapy may be compared to 
pushing a car with a rundown battery in 
order to get it started. If the battery is 
not too far gone, and if the engine runs 
long enough to charge it, the old bus will 
start off all right the next time. Similarly, 
if there is no organic disease of the pitui- 
tary, it will frequently resume normal 
gonadotropic function after a few months’ 
rest. 


Androgens have been used in a similar 
fashion in this group. They suppress pi- 
tuitary function, release the follicles from 
stimulation, and produce withdrawal 
bleeding similar to that following cyclic 
therapy. The dosage employed is 25 mg., 
intramuscularly, once or twice a week 
until bleeding is controlled. It should 
not be given in excess of 200 mg. in a 
month’s time. It is contra-indicated in 
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unmarried patients and those with hir- 
sutism. 

Chorionic gonadotropins, extracted from 
pregnant mare’s serum and urine, and 
from human pregnancy urine, were the 
first sex hormones available for use in 
this condition. None of these preparations 
induce ovulation or corpus luteum forma- 
tion in human beings. In general, the use 
of these preparations is declining. 

As yet, no pituitary gland extract with 
potent gonadotropic activity is available. 

Recently cortisone, in dosage of 12.5 
to 25 mg. daily for six months, has been 
used in the treatment of a group of pa- 
tients with anovulatory cycles and _ in- 
creased seventeen ketosteroid excretion.’ 
Ovulatory cycles resulted in a significant 
proportion. Further study may reveal 
definite indication for cortisone therapy 
in some cases of dysfunctional bleeding. 

Patients with irregular shedding of the 
endometrium respond best to repeated 
curettage. 

X-ray irradiation of the ovaries has 
been used in the management of dysfunc- 
tional bleeding during the active reproduc- 
tive period. It is effective in controlling 
bleeding if the dosage is adequate, but the 
loss of reproductive function and the fre- 
quent occurrence of severe menopausal 
symptoms make this a poor choice of 
therapy. Small doses of irradiation to 
the pituitary have been credited with pro- 
ducing ovulation in some cases. Use of 
this therapy should be restricted to those 
few radiologists who have had extensive 
experience with this procedure. 

There are a few patients in the group 
under discussion who continue to bleed 
excessively and alarmingly in spite of re- 
peated curettage and extensive hormonal 
therapy. Hysterectomy may have to be 
considered as an alternative to repeated 
massive transfusions. 

In the menopausal group dysfunctional 
bleeding is frequently associated with sig- 
nificant pelvic relaxation and other pelvic 

athology. In these patients, hysterectomy 
with repair of the pelvic floor and re- 
moval of other lesions is indicated after 


curettage. In the absence of associated 
pathology conservatism is in order. Curet- 
tage should be repeated at least once, and 
blood loss should be significant before 
hysterectomy is deemed unavoidable.* An- 
drogens may be used to effect hemostasis. 
Cyclic use of estrogens and progesterone 
in this group is generally contraindicated. 


Intracavitary radium following diagnos- 
tic curettage has been used extensively 
and is advocated by many for menopausal 
dysfunctional bleeding. Such therapy is 
usually satisfactory in controlling the 
bleeding. However, recurrent bleeding and 
pyometra occur not infrequently following 
this treatment. A high incidence of endo- 
metrial carcinoma has been noted in pa- 
tients who have received radium therapy 
for menopausal hyperplasia. The question 
as to whether or not irradiation therapy 
had a cancer-stimulating effect in these 
patients cannot be answered at present. 
With the growing safety of surgical pro- 
cedures there is an increasing tendency to 
limit the use of irradiation therapy for 
this benign disease to those few patients 
for whom surgery is contraindicated. 


SUMMARY 
The entity of dysfunctional uterine 
bleeding has been defined, current con- 
cepts of pathological physiology outlined, 
diagnosis and differentiation considered, 
and therapy evaluated. It is hoped that 
such a review may be of some aid in plan- 
ning the management of these patients. 
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DISCUSSION 

Dr. Milton L. McCall (New Orleans): Dr. 
Mickey has given us an excellent resume of the 
present day scientific approach to the confusing 
problem which is known to us as dysfunctional 
uterine bleeding. His approach through basic 
endocrine physiology and the pathologic physiology 
of anomalous endocrine secretion has helped us 
all, I am sure, to think more clearly about this 
abnormality. 

The author gave proper emphasis to the fact 
that most irregular bleeding is due to organic dis- 
ease and that all studies, including careful curet- 
tage, must be carried out in all such cases. In 
this way only may we discover the harmless 
benign endometrial polyp (for the lack of which 
diagnosis by simple D. & C. many an unnecessary 
hysterectomy has been done). It was pointed out 
that incomplete abortion is asociated frequently 
with abnormal bleeding some time after the origi- 
nal abortive episode. With this I thoroughly 
agree and am convinced that D. & C. should be 
done on all uninfected cases of early abortion 
thus preventing the all too frequent development 
of protracted blood loss and anemia as well as 
infection resulting in repeated hospitalization and 
blood transfusions. 


The treatment of dysfunctional uterine bleeding 
itself has been presented in a conservative fashion. 
It is perfectly true that a particular bleeding 


episode may be treated successfully in almost 
every patient with this condition whether this be 
brought about with large doses of estrogens, pro- 
gesterone, testosterone or by D. & C. The diffi- 
cult problem is the establishment of a normal 
menstrual cycle thereafter and Dr. Mickey has 
described means of doing this which are frequently 
successful. Of course, it is true that our great- 
est need is a potent gonadotropic preparation 
capable of bringing about completely normal 
ovarian function. This we do not have. In the 
meantime, cortisone has not proved to be the 
answer and its frequent severe and poorly under- 
stood side effects seem to outweigh the occasional 
benefit it may ‘provide. On the other hand, the 
administration of thyroid extract (especially when 
associated with reduction of obesity) is frequently 
extremely helpful and may be used for all true 
dysfunctional bleeders who do not have hyper- 
thyroidism. And we should remember that hyper- 
thyroidism itself may be associated with copious 
uterine bleeding, and when present therapy with 
iodine preparations and propylthiouracil may be 
most beneficial. 

Finally, a word about hysterectomy. This oper- 
ation definitely is not indicated as a therapeutic 
measure for dysfunctional uterine bleeding ex- 
cept in the occasional patient. Every possible 
medical means and repeated curettments must 


_ 


have failed and unusually severe bleeding be pres- 
ent before hysterectomy is indicated in the 
younger age group. At the time of menopause, 
D. & C. should always be done before extirpation 
of the uterus is decided upon so that those patients 
whose symptoms are actually due to early malig- 
nancy of the uterus may have the advantage of 
more definitive therapy. 
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REMOVAL OF SCARS BY ABRASION, 
AN OFFICE PROCEDURE * 
JAMES W. BURKS, JR., M. D.+ 

NEW ORLEANS 

Certain new and somewhat revolution- 
ary technics for correction of cosmetic 
defects have been developed during the 
past several years. Widespread publicity 
and dramatization of this subject in the 
lay press would seem to justify at this 
time an evaluation of the efficacy and 
limitations of these procedures. The fol- 
lowing presentation will include a review 
of the basic underlying principles and ac- 
tual technical procedures of abrasive sur- 
gery as it is performed today. My own 
experiences will include certain personal 
modifications developed in over 100 abra- 
sions performed during the past two 
years. 

METHOD 

Cosmetic dermatology is a well devel- 
oped subspecialty. Some common technics 
currently employed as office procedures 
include scarification, electrodesiccation, 
use of carbon dioxide in solid or slush 
form, use of liquid nitrogen, and topical 
use of phenol and trichloroacetic acid. 

Sandpaper abrasion, basically similar to 

these procedures, was reported by Iver- 

son! in 1947 and McEvitt? in 1950. It 
consists in simple sanding of the skin 
under general anesthesia. A “wet or dry” 

type of paper is cut and wound about a 

standard 2 inch roll of gauze, fixed by a 

rubber band, and is then sterilized. The 

skin is pulled taut and vigorously scrubbed 
* Presented at Seventy-fourth Annual Meeting 

of the Louisiana State Medical Society, May 22, 

1954, New Orleans. 

+ Assistant Professor of Medicine (Dermatol- 
ogy), Tulane University School of Medicine, New 

Orleans, Louisiana. 
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until there is a “welling up” of blood. 
Sanding is repeated until the desired 
smoothness is obtained. 

Certain inherent disadvantages in this 
method were recognized early in its use. 
For one thing, there is the risk involved 
in use of a general anesthetic for an 
elective reconstructive procedure, which 
may be inadvisable. For another, the cost 
of hospitalization is an expense to the pa- 
tient which must frequently be repeated 
by the necessity of resanding. Further- 
more, basically, the sanding of broad sur- 
faces does not allow for selectivity and 
encompasses uninvolved as well as in- 
volved skin. Finally, foreign body silica 
granulomata may occur. 

To circumvent the disadvantages of hos- 
pitalization and general anesthesia, I be- 
gan employing the following technic two 
years ago in my office. For this a mini- 
mum of equipment and little skill is re- 
quired, An operative area no larger than 
8 square inches was found to be most 
suitable. A 2 per cent solution of procaine 
hydrochloride is injected into the skin in 
a manner to produce a wheal-like, firm 
operative surface. Disadvantages of the 
sandpaper roll are overcome through use 
of a motor and mandrel equipped with the 
type of sandpaper disks used by dentists. 
Although preferable to cones, steel burrs, 
and carborundum stones, these sandpaper 
disks resulted in clogging of the abrasive 
surface. With such tools it is imperative 
to stroke the skin in a motion perpendicu- 
lar to the line of motion of the disk and 
to hold the handle at a 45 degree angle, 
the flat surface of the disk being pressed 
against the skin. The edge of the disk, 
however, through its tendency to dig into 
relaxed skin, may be a mutilating weapon 
if not properly controlled. This technic 
is still being used for limited lesions and, 
in some cases, even without an anesthetic, 
but for more extensive areas another pro- 
cedure has been adopted. 

In 1953 Kurtin*® reported a_ technic 
which eliminated many of the drawbacks 
of the sandpaper method. This method, 
utilizing the abrading action of a revolv- 


ing wire brush, not only accomplishes 
abrasion of lesions but also removes the 
entire epidermis. New skin then regener- 
ates from rete pegs in superficial abra- 
sion and from follicular epithelium in 
deep planing. Ethyl chloride as the local 
anesthetic affords a resistant surface and 
a relatively bloodless field. Standard 
equipment, which is somewhat expensive, 
includes: 
1. Stainless steel brushes of various 
diameters 
2. Electric motor capable of producing 
12,000 r.p.m. 
Air blower to accelerate freezing 
Standard coarse ethyl chloride 
sprays 
Pre-chilling packs to remove sting 
of ethyl chloride 
Accessories (not required) 
a. Protective shields 
b. Spray localizers 
c. Protective gowns 


For the past five months I have used 
this method and equipment for routine 
abrasion. Photographs are taken before, 
after, and in some cases during treatment. 
It is impressed upon the patient that al- 
though complete removal may not occur, 
a satisfactory result is the rule. Opera- 
tions are scheduled for one morning a 
week, during which time no other type of 
practice is performed. A suitable room 
is reserved for planing. Preoperative se- 
dation has not been necessary, but any 
apprehension on the part of the patient 
can usually be alleviated by a thorough 
description of the technic. Patients are 
encouraged to discuss the procedure with 
others who have had planing. 


If the operative field is near the hair- 
line, the hair is shampooed the preceding 
night. Cosmetics are removed in women, 
and men are shaved. Pre-chilling packs, 
which have been in the refrigerator over- 
night, are applied by the patient in an 
adjoining room for a period of twenty to 
thirty minutes, in order to help relieve 
the sting and shock of ethyl chloride 
spray. Alcohol is used to cleanse the op- 
erative field. Lead shields are placed 
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over the eyes to protect against fragmen- 
tation of wires, and the nostrils are 
plugged with cotton. Some patients ob- 
ject to the odor of ethyl chloride; others 
have difficulty breathing through their 
mouths. As ethyl chloride is sprayed on 
the area to be treated, a stream of air 
from the blower is applied. Freezing to 
board hardness occurs within twenty to 
thirty seconds. The operative field is 
limited to 3 square inches to prevent 
thawing before completion of planing and 
to guard against frostbite of any un- 
abraded areas. Planing is done as in 
shaving, with the use of an up-and-down 
stroke instead of a side-to-side motion, 


Figure 1. 


which produces grooving. Because thaw- 
ing results in bleeding, it is preferable 
to begin abrasion at the most dependent 
portion, in order to avoid dripping of 
blood into the operative field. The appro- 
priate depth of abrasion can be learned 
only by experience. Postoperative bleed- 
ing is controlled with sterile, dry gauze 
applied about twenty minutes after com- 
pletion of the procedure. Dressings with 
antibiotic ointments (aureomycin ointment 
prepared) or vaseline gauze are changed 
daily. Healing takes place within ten to 
fourteen days, depending upon the degree 
of freezing, depth of abrasion, and via- 
bility of the tissue bed. Re-abrasion may 
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Before (a) and after (b) abrasion for acne scars. 
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be done after an interim of four weeks. 
Some patients have undergone as many as 
four planings. 
RESULTS 

In the evaluation of results, black and 
white photographs taken by a commercial 
photographer before and after the pro- 
cedure are helpful from an objective as 
well as a subjective point of view. (Fig. 
1). Improvement of 60 to 80 per cent may 
be expected. In a few instances the first 
abrasion may uncover scars of old, deep- 
seated acne lesions. Interestingly enough, 
patients are the most enthusiastic critics 
and are eager to have re-abrasion or to 
recommend it to their friends. Whatever 


Figure 2. 


hesitancy may be present prior to initial 
planing disappears at the second treat- 
ment, indicating lack of discomfort asso- 
ciated with the procedure. Some patients 
insist on additional planing, against the 
better judgment of the operator, who 
seeks to avoid devitalization or oversen- 
sitiveness of the skin from excessive freez- 
ing or too numerous planings. Finally, 
in abrasion, as in other dermatologic 
treatments, such as radiation therapy or 
cauterization, results vary, depending on 
the cutaneous site involved, being most 
successful on the face, in contrast to 
other bodily sites. 

Defects other than scars of acne have 


Before (a) and after (b) abrasion for pigmented 
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been treated successfully by abrasion. Ac- 
cidental tattoo marks of the superficial 
variety respond well, but artistic tattoos, 
wherein the pigment is implanted deep 
within the corium, necessitate time-con- 
suming, tedious procedures and result in 
some scarring. Nevertheless, abrasion 
seems to be the best method of removal 
whenever excision and graft are imprac- 
tical. In one patient, a soldier with a 
dragon tattoo extending from the top of 
the shoulder to the elbow, removal re- 
quired five hours of planing. Planing of 
the lower portion of this patient’s arm 
was carried out so deeply as to produce 
small herniation of fat. This complication 
was avoided by less deep abrasion of the 
shoulder area, but results were conse- 
quently partially successful. Likewise, re- 
moval of a tattoo on the flexor aspect 
of the forearm of another patient resulted 
in herniations of fat and hypertrophic 
scarring. 

Scars from trauma, chicken pox, and 
smallpox are readily improved by abra- 
sion. Wrinkles about the eyes and mouth 
due to facial expressions, aging, and fold- 
ing of the skin respond extremely well. 
Certain benign superficial nevi have also 
been treated. A pigmented nevus, meas- 
uring 1.5 cm. in diameter, on the cheek of 
a six year old boy had been partially re- 
moved by the scraping action of a finger- 
nail during play. Normal skin along the 
4 mm. linear scratch suggested removal 
by abrasion, which was performed with-- 
out any ensuing scarring. (Fig. 2). A 
less desirable result was obtained in the 
abrasion of a similar lesion on the thigh 
of a girl, in whom there was a protracted 


healing and keloid reaction requiring 
roentgen-ray therapy. Surgical removal 
undoubtedly would have been a better pro- 
cedure. 

Whereas I have not had any personal 
experience with treatment of any vascu- 
lar nevi or portwine stains, they have 
been successfully abraded by others. Pos- 
sibly the rare “bathing trunk” nevus, a 
therapeutic challenge to all, may be 
treated by abrasion. Keloids, which ap- 
pear occasionally as complications of abra- 
sions, may also be planed and treated 
subsequently with roentgen-rays. In one 
instance, in which a spontaneous keloid 
was abraded and not treated prophylac- 
tically with roentgen-rays, it recurred, 
but regrowth was less extensive than that 
seen following surgical removal of a simi- 
lar lesion. Other defects which I have 
abraded successfully include lentigines, 
chloasma, keratoses, adenoma sebaceum, 
acne keloid, and skin graft sites. 

SUMMARY AND CONCLUSIONS 

Abrasive surgical removal is the treat- 
ment of choice for certain skin defects. 
Basically, the technic consists in abrading 
the skin with a sandpaper disk or planing 
with a revolving wire brush. Experiences 
with its use over the past ten years have 
led to certain modifications in method. 
Planing by the wire brush method is 
preferable to sandpapering and is suitable 
and successful as an office or out-patient 
method of correcting skin defects. 
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VOLUNTARY PREPAYMENT HEALTH 
INSURANCE COVERAGE IN 
THE UNITED STATES 

With more than two-thirds of the nation 
insured under some form of voluntary 
prepayment health insurance, the facts 
and figures in this field become of im- 
portance to every physician. Recently, two 
publications give a valuable summary of 
the status of this type of insurance. These 
are Annual Report Council on Medical 
Service “Voluntary Prepayment Medical 
Benefit Plans”, and “The Eighth Annual 


Survey” Health Insurance Council.':? This 
insurance Council is a confederation of 
nine trade associations in the insurance 
field, and its activities are focused chiefly 
on the relations of the insurance business 
with physicians, hospitals, and with other 
professionals in matters of health. These 
associations represent more than 200 com- 
panies which collectively account for over 
seven-eighths of the total accident and 
health business in the United States. 
Consideration of the figures presented 
in this report gives support to the previ- 
ously expressed opinion that this method 
of financial arrangement for medical care 
would introduce an additional factor into 
the private practice of medicine, which in 
turn would present a threat of dominating 
the relationship between physician and 
patient. For this reason, the physician has 
a major interest in the development and 
operation of these voluntary prepayment 
medical benefit plans. As of mid-Novem- 
ber past, 103 million persons have volun- 
tary health insurance against hospital ex- 
penses. About 88 million now carry sur- 
gical expense protection, and 47 million 
have basic medical expense protection. 
There was an increase in the total num- 
ber of persons covered in each of these 
three types in the past year; this increase 
was out of proportion to the growth in 
population. The total benefit payment 
exceeded two and a half billion dollars. 
More than half went to help meet hospi- 
talization expenses, and more than 675 
million went for operations and medical 
care. A half billion was paid to policy 
holders by insurance companies for loss 
of income due to disability. Fifty-six per 
cent of the total came from insurance 
companies which paid out 1.4 billion, in- 
cluding loss of income benefits. The Blue 
Cross and Blue Shield types paid nearly 
one billion, or 37 per cent of the total. 


1 Annual Report, Council on Medical Service, 
American Medical Association Voluntary Prepay- 
ment Medical Benefit Plans, 1954. 

2 The Health Insurance Council, Eighth Annual 
Survey, The Extent of Voluntary Health Insur- 
ance Coverage in the United States, as of Decem- 
ber 31, 1953. 
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Thirty-eight million workers had protec- 
tion at the close of 1953 against loss of 
income due to disability. This figure rep- 
resents 60 per cent of the total civilian 
labor force in the nation at the time. 

The newest form of voluntary health 
insurance, major medical expense insur- 
ance (catastrophic coverage) is shown by 
the survey to protect more than 1.2 million 
persons at this time. It is a gain of nearly 
80 per cent during the past year. 

The Department of Commerce estimates 
the total U. S. Health Bill as 12 billion 
dollars. A Social Security Administration 
study of voluntary health insurance in 
1953 disclosed about 20 per cent of all medi- 
cal costs were paid by health plans. This 
survey estimated the 1953 private medical 
bill at $9,866,000,000, and payments for 
benefits at $1,919,200,000. Expenditures 
for hospital service alone were covered to 
the extent of 41 per cent, and physicians’ 
services alone were covered to about 21 
per cent. However, physicians’ bills ac- 
counted for less than one-third (28.6 per 
cent) of all private medical costs; while 
hospital bills made up 29 per cent; medi- 
cine and appliances 22 per cent; dentists’ 
fees 9.6 per cent; other professional ser- 
vices 5.7 per cent; and health insurance 
itself, 4.9 per cent. 

The addition of a federal government 
“sound reinsurance program” to bolster 
and expand coverage under voluntary 
health insurance plans has been proposed 
by Secretary of Welfare, Ovetta C. Hobby, 
and supported by President Eisenhower’s 


4). 
Vv 


35 


administration. The proposal is suggested 
as a form of supplementary coverage pro- 
viding “insurance against compulsory 
health insurance”, This plan was opposed 
by the American Medical Association, and 
defeated in the last Congress. In a speech 
delivered by Senator Hobby before the 
House of Delegates of the American Medi- 
cal Association, in Miami, on November 29, 
1954, it was again proposed. 

It may be anticipated that such legis- 
lation will be introduced in the next Con- 
gress. It is evident from the operation of 
the voluntary type of insurance extending 
into billions, and increasing yearly, that 
it needs no subsidy. It is difficult to see 
how the re-insurance proposal would work, 
except as a subsidy to the indigent. If the 
federal reinsurance were to subsidize in- 
surance payments for the indigent the 
plan would move irresistibly into the 
field of state medicine within a few years. 

It should be the business of the profes- 
sion to maintain a watchful attitude on 
the whole field of voluntary prepayment 
health insurance, and at the same time 
oppose any form of governmental entry 
into this field. Voluntary prepayment 
health insurance is the answer that pri- 
vate enterprise gives to proposals to es- 
tablish state medicine. It is to the inter- 
ests of physicians as a whole that they 
should on the one hand cooperate with the 
voluntary insurance to see that it is prop- 
erly maintained; and on the other hand, 
watch that it does not try to dominate the 
doctor-patient relationship. 





ORGANIZATION SECTION 


The Executive Committee dedicates this section to the members of the Louisiana 
State Medical Society, feeling that a proper discussion of salient issues will contrib- 
ute to the understanding and fortification of our Society. 


An informed profession should be a wise one. 


1955 ANNUAL MEETING 
Dr. Edgar Hull, President of the Orleans Parish 
Medical Society, has appointed Dr. J. Theo Brierre 
Chairman of the Committee on Arrangements for 
the 1955 Annual Meeting. Dr. Brierre very ably 
served as Chairman for the 1954 Meeting follow- 
ing the death of Dr. W. H. Roeling a very short 


time prior to the date of the meeting and his 
interest, cooperation and ability were of such 
value as to warrant his reappointment for our 
next meeting. The Secretary-Treasurer and Dr. 
Brierre have already arranged for hotel facilities, 
including meeting rooms and 300 rooms at the 
Roosevelt Hotel for doctors planning to attend 
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and an ample number of rooms at other hotels 
will also be available. Reservations will be han- 
dled through the Secretary-Treasurer’s office and 
forms will be furnished for this purpose shortly 
after the first of the year. 
ADDITIONAL APPOINTMENTS 

Since publication of the list of Chairmen for 
Scientific Sections in the November issue of the 
Journal, the following have been appointed by 
President Walter Moss: 

EAR, NOSE AND THROAT 
Ben Fendler, M.D., Alexandria 
EYE 

Shreveport 
OBSTETRICS 
Hewitt, M.1I)., Lafayette 

ORTHOPEDICS 

Altenberg, M.D., Monroe 

UROLOGY 
Shreveport 


Leon F. Gray, M.D., 
a. P. 
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B. E. Trichel, M.D., 
REPORT ON ACTIONS OF THE 
DELEGATES 
AMERICAN MEDICAL ASSOCIATION 
EIGHTH CLINICAL MEETING 
NOV. 29-DEC. 2, 1954 
MIAMI, FLORIDA 

Geriatrics, medical ethics, internships, grievance 
committees, hospital accreditation, osteopathy, the 
doctor draft law, state-subsidized medicine and 
malpractice insurance problems were among the 
major subjects of discussion and action by the 
House of Delegates at the American Medical As- 
sociation’s Eighth Clinical Meeting held Nov. 29- 
Dec. 2 in Miami. 

During the meeting the A.M.A. Board of Trus- 
tees also announced the appointment of a 13- 
member Commission to make a comprehensive 
survey of the various types of plans through 
which the American people receive medical serv- 
ices. The Commission, headed by Dr. Leonard 
W. Larson of Bismarck, N. D., member of the 
Board of Trustees, will begin work immediately 
and will require at least a year to complete its 
survey. 

Named as the 1954 General Practitioner of the 
Year was Dr. Karl B. Pace of Greenville, N. C., 
whose selection by a special committee of the 
Board of Trustees was announced at the opening 
session of the House of Delegates on Monday by 
Dr. Dwight H. Murray of Napa, Calif., Board 
Chairman. Dr. Pace received the medal and 
citation, presented annually for community serv- 
ice by a family doctor, from Dr. Walter B. Martin 
of Norfolk, Va., President of the American Medi- 
cal Association, immediately after the announce- 
ment. 

Other highlights of the opening session were 
addresses by Dr. Martin; Mr. Seaborn P. Collins, 
National Commander of the American Legion; 
Mrs. Oveta Culp Hobby, Secretary of Health Edu- 
eation and Welfare, and Mr. Edwin J. Faulkner, 
President of the Woodmen Accident and Life 


HOUSE OF 


Company of Lincoln, Neb. 

Mr. Collins told the House that he is willing to 
appoint qualified Legion representatives on a 
committee to take part in joint Legion-A.M.A. 
study of veterans’ hospitalization. Later during 
the meeting the Board of Trustees announced 
appointment of a three-man committee to meet 
with the Legion on the issue of veterans’ medical 
care. The members of the A.M.A. committee are 
Dr. Elmer Hess, Dr. David Allman and Dr. Louis 
Orr. 

Registration toward the end of the third day of 
the Clinical Meeting included 3,167 physicians; 
3,441 guests including residents, interns, nurses 
and others, and approximately 900 exhibitors and 
exhibitors’ guests—for a grand total of more 
than 7,500. Final total registration at the 1953 
Clinical Meeting in St. Louis was 7,716. 

NEW A.M.A. GERIATRICS UNIT 

The House of Delegates passed a Pennsylvania 
resolution which directed that the A.M.A. Board 
of Trustees “consider the creation of an organiza- 
tion on geriatrics within the present structure of 
the American Medical Association, the purpose of 
which shall be (1) to develop and assist com- 
mittees on geriatrics and gerontology originating 
from constituent state associations and component 
county societies of the American Medical Asso- 
ciation; (2) to act as a liaison between such state 
and county committees so there shall be a free 
flow of information between all levels of organ- 
ized medicine on the subject of geriatrics; (3) to 
make available to the American people such facts, 
data and opinions concerning the subject of 
geriatrics as may be considered of value in allevi- 
ating social and medical problems created by the 
increasing population of older age groups; and (4) 
to perform such other duties as will improve and 
advance the medical care rendered to people of 
the older age group.” 

MEDICAL ETHICS 

Accepting a recommendation in a report of the 
Council on Constitution and Bylaws, the House 
amended Section 7 of Chapter I of the Principles 
of Medical Ethics so that it now reads as follows 
on the subject of patents and copyrights: 

“A physician may patent surgical instruments, 
appliances and medicines or copyright publica- 
tions, methods and procedures. The use of such 
patents or copyrights or the receipt of remuner- 
ation from them which retards or inhibits re- 
search or restricts the benefits derivable there- 
from is unethical.” 

In another action involving medical ethics, the 
House rejected a Kansas resolution which would 
have removed Section 8 of Chapter I from the 
Principles of Medical Ethics. The Reference 
Committee on Miscellaneous Business, in recom- 
mending disapproval of the resolution, said that 
“the American Medical Association would fail to 
assume a vital responsibility if no provision is 
included in the Principles of Medical Ethics re- 
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garding the problem of ownership of drug stores 

and dispensing of drugs by physicians. .. . It is 

possible that some phases of this principle are 

susceptible of amendment or change, but certainly 

the entire principle should not be discarded.” 
REPORT ON INTERNSHIPS 

Acting on the report of the Ad Hoc Committee 
on Internships, the House accepted a recommen- 
dation of the Reference Committee on Medical 
Education and Hospitals that “the data and judg- 
ments of the Ad Hoc Committee on Internships 
will provide valuable guidance to the Council on 
Medical Education and Hospitals and with this in 
view it is recommended that the report be re- 
ferred to the latter for their further study and 
guidance.” Following are a few excerpts from 
the report of the Ad Hoc Committee on Intern- 
ships: 

“It is our opinion that graduates of foreign 
medical schools should be considered for intern 
appointment in approved hospitals only when 
there is satisfactory evidence that: 

“1. Language difficulties will not seriously im- 
pair the program. 

“2. The same educational standards are applied 
to graduates of foreign schools as to graduates of 
approved American medical colleges. 

“3. The appropriate state licensing board ap- 
proves. ... 

“The Committee believes that the present stand- 
ards detailing only the number of annual ad- 
missions, autopsy rate, number of beds and as- 
signment of an intern to from 15 to 25 beds, are 
without significant meaning unless and until every 
local situation is reviewed ‘on the grounds’ and 
with full opportunity for discussion between the 
representative of the accrediting body and repre- 
sentatives of the hospital’s governing board and 
its medical staff... . 

“Had the ‘two-thirds rule’ remained a require- 
ment and been rigidly applied to the two consecu- 
tive intern years 1952-3 in combination with 
1953-4 it would have removed 448 hospitals, can- 
celled 4,205 internships to which 784 students 
were matched in those years and reduced the 
number available to 6,766. ... 

“The committee suggests consideration of some 
requirement based on filling a percentage of ap- 
proved internships and a time limit to eliminate 
some of the unhealthy aspects of the present 
situation. The following requirement is recom- 
mended: Any internship program which in two 
successive years does not obtain one-fourth of its 
stated intern complement be disapproved for in- 
ternship training. 

“As applied to the figures for 1952-3 in com- 
bination with 1953-4, this requirement would have 
removed 277 hospitals, cancelled 2,139 internships 
to which 80 students were matched in those years 
and reduced the number of internships available 
to 8,832.” 


GRIEVANCE COMMITTEES 

In order to improve efficiency and maintain 
high standards in the operation of grievance or 
mediation committees, the House endorsed the 
principles of two similar resolutions introduced 
by the Colorado and Mississippi delegations and 
asked the Board of Trustees to appoint a com- 
mittee to study and report on recommended stand- 
ards for the operation of such services. Both 
resolutions had emphasized the valuable public 
service aspects of grievance committees and had 
suggested that the committee appointed by the 
Beard of Trustees be composed of representatives 
from constituent societies in which grievance com- 
mittees have been effective and useful. 

HOSPITAL ACCREDITATION 

In place of an Indiana resolution protesting cer- 
tain situations arising in connection with hospital 
inspections, the House adopted the following sub- 
stitute resolution to resolve the problems in ques- 
tion: 

“Resolved, that the Secretary of the American 
Medical Association be directed to request that 
the Joint Commission on the Accreditation of 
Hospitals supply a copy of the letter of notifica- 
tion regarding the results of the survey of each 
hospital to the Hospital Administrator, to the 
Chief of the Professional Staff and to the Chair- 
man of the Governing Board of the hospital.” 

OSTEOPATHY 

The House concurred in the following supple- 
mentary report of the Board of Trustees on the 
osteopathic situation: 

“Contingent on the receipt of the report from 
the Committee to Study the Relations Between 
Osteopathy and Medicine of its ‘on campus’ ob- 
servations of osteopathic schools, the House of 
Delegates in June, 1954, agreed to hold in abey- 
ance any action on this important subject until 
this meeting. 

“The Committee, after meetings and extensive 
negotiations with the American Osteopathic As- 
sociation, has now made final arrangements for 
visiting five or six schools of osteopathy, and 
these plans have been approved by the Board of 
Trustees. 

“It is the recommendation of the Board, there- 
fore, that consideration of this matter be held in 
abeyance by the House of Delegates until the 
June, 1955 meeting, at which time the Committee 
expects to have a complete report of its findings 
concerning the nature, scope and quality of edu- 
cation in schools of osteopathy.” 

THE DOCTOR DRAFT LAW 

The Reference Committee on Medical Military 
Affairs considered several reports and resolutions 
involving the doctor draft law, and then proposed 
the following policy statement which was adopted 
by the House of Delegates: 

“(A) That on the basis of current information 
the House of Delegates commend and express it- 
self as being in complete accord with the Board 
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of Trustees and its Council on National Defense 
that the ‘Doctor Draft Law’ should not be ex- 
tended after June 30, 1955, and that the House of 
Delegates further express its confidence in the 
ability of the Board of Trustees and its Council 
on National Defense to properly handle any new 
situation which may develop in regard to this 
highly complex and involved problem. 


“(B) That the Board of Trustees and its Coun- 
cil on National Defense continue to study the 
problem of providing the best possible medical 
service for members of the armed forces and that 
they make recommendations to the Department of 
Defense at the earliest possible time for a more 
permanent solution to the problem, giving special 
attention to the further development of a career 
medical corps with adequate compensation there- 
for.” 

STATE-SUBSIDIZED MEDICINE 

Most controversial issue at the Miami meeting 
was a resolution on “Policy on Medical Practice 
by Tax Supported Medical Schools,” introduced 
by the Mississippi State Medical Association. This 
resolution provided that: 

“The American Medical Association reaffirm 
its unalterable opposition to socialized and state 
subsidized medicine regardless of the form which 
it may assume, and 

“The House of Delegates of the American Medi- 
cal Association is of the opinion that these prin- 
ciples should be considered by constituent and 
ccmponent medical societies together with all other 
facts pertinent to the local situation in all con- 
troversies arising in the employment of medical 
faculty by state (tax) supported medical schools 
and be fully considered in effecting action within 
the framework of this policy.” 

The Reference Committee on Medical Education 
and Hospitals agreed with that portion of the 
resolution regarding “unalterable opposition to 
socialized medicine’ but recommended that the 
resolution be referred, without approval or dis- 
approval at this time, to the Council on Medical 
Service which currently is studying the various 
aspects of this subject. The House adopted the 
reference committee’s recommendation. 


MALPRACTICE INSURANCE 

Two resolutions and a Board of Trustees sup- 
plementary report—all dealing with the problems 
and difficulties in obtaining satisfactory profes- 
sional liability insurance—were considered to- 
gether by the Reference Committee on Insurance 
and Medical Service. The House of Delegates 
accepted the reference committee report which 
said: “Inasmuch as the Board of Trustees has 
reported that there is in progress a study on the 
subject, we feel that we can well await the recom- 
mendations that the Board is planning to make 
at the next session. Due to the apparent emer- 
gency aspect of the problem, the Board of Trustees 
is urged to report to the membership as soon as 


possible, through its component societies, on the 
progress of this urgent study.” 
OPENING SESSION 

Dr. Walter B. Martin, A.M.A. President, de- 
clared at the opening session that “medicine be- 
longs to the people” and physicians are “merely 
the purveyors” of medical care. Dr. Martin 
stressed that physicians have an obligation to the 
people that “goes beyond our own private practice 
and into the community,” and he also emphasized 
the importance of “continued effort to meet the 
medical needs of the low-income and other non- 
insurable groups.” 

Mr. Collins, the American Legion National Com- 
mander, said that “we are citizens first and doc- 
tors and veterans second,” as he urged removal 
of the veterans’ medical care issue “from the area 
of name-calling and propaganda.” The American 
Legion, he declared, neither expects nor wants the 
Government to give carte blanche entitlement to 
medical care to all veterans. 

Mrs. Hobby, presenting the case for the Eisen- 
hower Administration’s health reinsurance pro- 
posal, said: “The health reinsurance proposal 
represents what we believe to be a necessity. It 
offers opportunity for self-help without subsidy.” 
Mr. Faulkner, however, expressed the opinion that 
the reinsurance program, “would be foredoomed 
to disappoint its proponents,” and he declared 
that voluntary health insurance can bring satis- 
factory protection “to practically all of our people” 
without a Federal reinsurance program. 

AWARDS AND CONTRIBUTIONS 

At the closing session of the House of Delegates 
the American Medical Association received a cita- 
tion for pioneering in helping to bring educational 
television to the American public. James Keller, 
Chairman of the Miami Citizens Committee for 
Educational Television, presented the award on 
behalf of the National Citizens Committee for 
Educational Television. Dr. Martin accepted the 
citation for the A.M.A. 

At the same session the Utah State Medical 
Society, represented by Dr. George M. Fister of 
Ogden, presented a check for $10,355 to the 
American Medical Education Foundation to aid 
in relieving the financial plight of the nation’s 
medical schools. The contribution was received 
by Dr. Louis H. Bauer, president of the founda- 
tion, who also announced that a check for $1,000 
had been contributed by the Southern Medical 
Association. 

1957 CLINICAL MEETING 

Philadelphia was chosen as the place for the 
1957 Clinical Meeting, the dates of which will be 
announced later. Invitations also had been re- 
ceived from Denver, Detroit, Mexico City and 
Washington, D. C. The Clinical Meeting will be 
held in Boston in 1955 and in Seattle in 1956. 

HEALTH FAIR 

As the A.M.A. Clinical Meeting came to a close 

on Thursday, Dec. 2, a health fair for the public 
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opened in Miami’s Bayfront Auditorium under 
the auspices of the Dade County Medical Society. 
The fair, to be open through Sunday with more 
than 80 exhibits featured, marks the first time 
that such an event has been held in connection 
with the A.M.A. Clinical Meeting. 


PUBLIC RELATIONS MEETING 

The Public Relations meeting held during the 
American Medical Association Meeting in Miami, 
November 29—December 3, was presided over by 
Mr. Leo Brown, Director of Public Relations, and 
was addressed by Dr. Walter B. Martin, Presi- 
dent of the AMA, and Dr. George Lull, Secretary. 
The essence of the meeting was that public rela- 
tions, as far as the doctor is concerned, begin in 
the doctor’s office as it is here that the lay 
public is first acquainted with the medical pro- 
fession. 

There was a rather frank discussion of medical 
fees and it was the consensus of opinion that the 
fee must be consistent with what the patient is 
able to pay and that the doctor should not hesi- 
tate to discuss fees with the patient if the pa- 
tient so desires. 

There is a great demand by lay organizations 
for speakers on medical and allied subjects. 
Therefore, each society should have speakers 


ready at all times to talk at any meeting on any 


medical subject. The Orleans Parish Medical So- 
ciety as well as some of the other parish societies 
in Louisiana has a Speakers Bureau. 

The AMA, through its Public Relations Depart- 
ment, has come out with a Public Relations Man- 
ual. This is a well-written book and deserves the 
attention of any parish society interested in Pub- 
lic Relations. The AMA has notified each parish 
society of the availability of this manual, re- 
questing that any society desiring a copy contact 
the office of the State Society. 

This was a very enjoyable meeting and it is 
hoped that the doctors of Louisiana will be able 
to hold up their part of the public relations pro- 
gram of the AMA. 

W. ROBYN HARDY, M.D., Chairman 
Council on Medical Service and Public 
Relations. 


YOUR DIRECTORY INFORMATION CARD 

The new, 19th Edition of the American Medical 
Directory is now in galley form, and it is ex- 
pected that the book will be ready for delivery 
about the middle of 1955. The previous edition 
was issued in 1950. Since that time, it has not 
been possible to publish a new edition because 
changes in the membership structure of the Ameri- 


can Medical Association made it difficult to ob- 
tain an accurate list of members. 

Within the next few weeks, a directory informa- 
tion card will have been mailed to every physician 
in the United States, its dependencies, and Canada, 
requesting information to be used in compiling 
the new Directory. Physicians receiving an in- 
formation card should fill it out and return it 
promptly regardless of whether any change has 
occurred in any of the points on which informa- 
tion is requested. It is urged that physicians also 
fill out the right half of the card, which section 
requests information to be used exclusively for 
statistical purposes. Even if a physician has sent 
in similar information recently, he should mail 
the card promptly to the Directory Department 
of the American Medical Association to insure an 
accurate listing of his name and address. There 
is no charge for publishing the data, nor are 
physicians obligated in any way. 

The Directory is one of the most important con- 
tributions of the American Medical Association 
to the work of the medical profession in the 
United States. In it, as in no other published 
directory, one may find dependable data concern- 
ing physicians, hospitals, medical organizations, 
and activities. It provides full information on 
medical schools, specialization in the fields of 
medical practice, memberships in special medical 
societies, tabulation of medical journals and li- 
braries, and statistics on the distribution of physi- 
cians and hospitals in the United States. 

If you desire that your name be properly listed 
in the 1955 Edition of the American Medical Di- 
rectory, please fill out both portions of the in- 
formation card forwarded to you by the American 
Medical Association, regardless of whether you 
have moved or changed your address. Even if 
you sent the Association similar information 
recently, mail this card today to insure the correct 
listing of your name and address. We suggest 
that you carefully read both sides of the card 
before you begin to fill in the information re- 
quested. 

The new 19th Edition of the Directory will con- 
tain data on more than 240,000 physicians, includ- 
ing 200,000 corrections, and 20,000 more names. 
Since the last Edition was issued in 1950, the 
names of 40,000 new physicians have been added 
to the biographical records, and about 20,000 have 
been deleted because of death and other reasons. 

Whatever you do, fill out the information card 
completely, whether you are an AMA member or 
not, in active practice, not in practice, or retired. 
You will be doing a service to yourself, your fel- 
low physicians and the public by returning this 
card promptly. 
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CALENDAR 
PARISH AND DISTRICT MEDICAL SOCIETY MEETINGS 


Society 
Calcasieu 
East Baton Rouge 
Morehouse 
Natchitoches 
Orleans 
Ouachita 
Rapides 
Sabine 
Second District 
Shreveport 
Vernon 


L.S.U. SPEAKERS AVAILABLE 

The Louisiana State University School of Medi- 
cine announces the availability of speakers on a 
wide variety of clinical subjects and basic medical 
sciences, for meetings of Parish and District medi- 
cal societies and of local chapters of the American 
Academy of General Practice. The School can 
provide single speakers for given meetings, fur- 
nish speakers regularly to meetings scheduled in 
advance, and assist in arranging the scientific 
programs of meetings for which several speakers 
will be needed. A small charge will be made to 
cover travel expenses of speakers and the adminis- 
trative costs of this service. 

A list of speakers and subjects and details of 
the service may be obtained by writing Dr. Edgar 
Hull, Assoc. Dean, 1542 Tulane Avenue, New Or- 
leans 12, 


POSTGRADUATE CONFERENCE 

The Temple Division of the University of Texas 
Postgraduate School of Medicine announces its 
forthcoming Medical and Surgical Conference to 
be held March 7, 8, 9, 1955. The program, spon- 
sored by the Scott, Sherwood and Brindley Foun- 
dation, will be presented in Temple by members 
of the Staff of Scott and White Clinic. 

The Postgraduate Conference will be directed 
primarily toward the interest of the physician 
engaged in private practice. The morning sessions 
will consist of operative clinics directed by the 
surgeons, with consulting internists, radiologists, 
and pathologists participating; the afternoon ses- 
sions will be composed of round-table luncheon 
discussions, panels, symposia, and clinicopatho- 
logic conferences. A formal lecture will be pre- 
sented each evening, with a banquet-lecture on 
the final night. 

Registration forms are available from the office 
of the Assistant Dean, University of Texas Post- 
graduate School of Medicine, The Temple Division, 
Temple, Texas. 


Fourth Tuesday every other month 
Second Tuesday of every month 
Third Thursday of every month 
Second Tuesday of every month 
Second Monday of every month 
First Thursday of every month 
First Monday of every month 
First Wednesday of every month 
Third Thursday of every month 
First Tuesday of every month 
First Thursday of every month 


Date Place 


Lake Charles 
Baton Rouge 
Bastrop 


New Orleans 
Monroe 
Alexandria 


Shreveport 


POSTGRADUATE COURSE AMERICAN 
COLLEGE OF CHEST PHYSICIANS 

The Council on Postgraduate Medical Education 
of the American College of Chest Physicians, in 
cooperation with the respective state chapter of 
the College as well as the staffs and faculties of 
the local hospitals and medical schools of Phila- 
delphia, will sponsor the Eighth Annual Post- 
graduate Course on Diseases of the Chest, to be 
held at the Bellevue-Stratford Hotel, Philadelphia, 
Pennsylvania, March 7-11, 1955. 


These postgraduate courses endeavor to bring 
physicians up to date on recent advancements in 
the diagnosis and treatment of heart and lung 
disease. Tuition is $75. 

Further information may be secured by writing 
to the Executive Director, American College of 
Chest Physicians, 112 East Chestnut Street, Chi- 
cago 11, Illinois. 


HARVARD UNIVERSITY SCHOOL OF 
PUBLIC HEALTH ANNOUNCES PUBLIC 
HEALTH SCHOLARSHIPS 
Scholarships for the Academic Year 1955-56 will 
be granted to individuals of high professional 
promise in awards ranging from part tuition to 
tuition plus a stipend, according to the qualifica- 
tions and financial needs of the applicants. The 
Scholarship Funds are limited and are primarily 

intended for citizens of the United States. 


Scholarship applicants must be eligible for ad- 
mission to the School as a candidate for one of 
the following degrees; Master of Public Health, 
Doctor of Public Health, Master of Science in 
Hygiene, Doctor of Science in Hygiene, Master 
of Industrial Health. 

Scholarships are available to those in the fol- 
lowing categories who wish to obtain postgraduate 
education in the field of public health or in one 
of the basic sciences related to public health: 


1. PHYSICIANS, DENTISTS AND VETER- 
INARIANS 


2. INDUSTRIAL PHYSICIANS 





Medical News Section 41 


3. PUBLIC HEALTH NURSES with a college 
degree and satisfactory field experience 

4. SOCIAL WORKERS with a master’s degree 
from an approved school of social work and ac- 
ceptable experience in the field of medical or 
psychiatric social work 

5. HEALTH EDUCATORS with the following 
background: college degree, training either in 
health education or in the natural and social 
sciences; experience in general education or com- 
munity health work 

6. COLLEGE GRADUATES who have con- 
centrated in one of the Natural Sciences or in 
Engineering (environmental aspects). 

A Catalogue of the School, Admission and 
Scholarship applications, and further information 
may be obtained by writing the Secretary, Har- 
vard School of Public Health, 55 Shattuck Street, 
Boston 15, Massachusetts. 

Scholarship applicants must return completed 
admission and scholarship applications to the 
Harvard School of Public Health by March 1, 
1955. Scholarship awards will be announced May 
1, 1955. 


SEVENTH ANNUAL MEETING AMERICAN 
ACADEMY OF FORENSIC SCIENCES 
The Seventh Annual Meeting of the American 
Academy of Forensic Sciences will be held in the 
Biltmore Hotel in Los Angeles on February 17, 
18, 19, 1955. The President of the Academy this 
year is Dr. A. W. Freireich, Malverne, New York 
and the Chairman of the Program Committee is 
Dr. Milton Helpern, Chief Medical Examiner of 
the City of New York. The Law Department of 
the American Medical Association has long urged 
that the profession take an increasing interest in 
medicolegal problems and the programs of the 
Academy meetings are a definite step in that 
direction. Further information may be obtained 
by writing Dr. W. J. R. Camp, University of 
Illinois College of Medicine, 1853 W. Polk Street, 
Chicago, Illinois, Secretary, or Dr. Frederick D. 
Newbarr, 109 Hall of Justice, Los Angeles 12, 
California, Chairman of Local Committee on Ar- 

rangements. 


7TH ANNUAL CONVENTION—INTER- 
NATIONAL ACADEMY OF PROCTOLOGY 
Plan now to attend the 7th Annual Convention 
of the International Academy of Proctology at 
The Plaza Hotel, New York City, March 23 to 
26, 1955. The International, National, and Local 
Program Committees are planning an unusual 
seminar on anorectal and colon surgery. There 
will be special emphasis on anorectal presenta- 
tions, and on panel discussions, as requested by 
those who attended the Chicago meeting in 1954. 
Plans are being developed for wet clinics and 
lectures at the Jersey City Medical Center under 
the direction of Dr. Earl Halligan, surgeon-in- 


chief of the Medical Center. 

Eminent speakers from all parts of the country 
and abroad will present interesting papers and 
motion picture demonstrations of their personal 
techniques. Mexico is expected to be very well 
represented at this meeting. 

Please remember that all physicians and their 
wives are cordially invited to attend the annual 
conventions of the International Academy of Proc- 
tology, whether or not they are affiliated with 
the Academy. There is no fee for attendance at 
these teaching sessions of the Academy. 


C. OF C. PUTS OUT BOOK ON MODERN 
HEALTH INSURANCE 

A new book, entitled “A Look at Modern Health 
Insurance,” has just been published by the U. S. 
Chamber of Commerce, 1615 H. Street, N.W., 
Washington 6, D. C. It presents the most com- 
plete up-to-date picture of the present status of 
voluntary health insurance in the United States, 
edited by a special committee of the Chamber of 
Commerce of the United States. 

It is a symposium of articles by noted authori- 
ties in every aspect of health insurance. 

The purpose of the book as outlined by the 
chairman of the committee is to make available 
a relatively complete story of the entire structure 
so that students of the subject may review this 
complex, diverse, and rapidly changing picture in 
one book. This objective has been effectively 
achieved. 

A brief history of the development of voluntary 
health insurance is followed by a review of the 
nation’s health record, the basic principles of 
health insurance, distribution of such insurance, 
the Blue Cross and Blue Shield movements, and 
other significant material. All physicians whose 
professional future depends in large measure on 
the nature of developments in this changing field 
should study this book and refer to it frequently 
as a text of authentic information. 


AMERICAN BOARD OF OBSTETRICS 
AND GYNECOLOGY 

The next scheduled examination (Part I), writ- 
ten examination and review of case histories, for 
all candidates will be held in various cities of the 
United States, Canada, and military centers out- 
side the continental United States, on Friday, Feb- 
ruary 4, 1955. 

Case abstracts numbering 20 are to be sent 
by the candidate to the Secretary as soon as pos- 
sible after receiving notification of eligibility to 
the Part I written examination. 

Candidates are reminded at this time that lists 
of hospital admissions must accompany new ap- 
plications and requests for reopening. 

For further information contact: Robert L. 
Faulkner, M.D., 2105 Adelbert Road, Cleveland 
6, Ohio. 
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GAMMA GLOBULIN SHOWN 
MORE EFFECTIVE 

A re-study of gamma globulin shows that it is 
slightly more effective against poliomyelitis than 
it appeared before, it was reported today by a 
team of investigators aided by the National 
Foundation for Infantile Paralysis. 

Laboratory tests, not available immediately af- 
ter the 1951-52 field trials of GG, were used to 
re-analyze its value. Several changes in results 
appeared, according to scientists reporting in the 
Sept. 4 Journal of the American Medical Associa- 
tion. 

Conclusions by officials evaluating GG after 
the field trials were that it gave significant pro- 
tection. These officials later said that evidence 
from the 1953 mass inoculations of the serum 
did not demonstrate whether GG did or did not 
have any effect against polio. Dr. William McD. 
Hammon, Pittsburgh, a leading member of the in- 
vestigators, said then that the serum “has an 
extremely limited application in the field of pre- 
ventive medicine and will not produce dramatic 
results in general use.” The investigators said no 
conclusions could be reached from this mass use 
of GG because the inoculations were 
under experimental control conditions. 


not made 


OLD “HOME REMEDY” WARNED AGAINST 

Drinking alfalfa seed tea not only won’t cure 
arthritis but may give -the drinker skin trouble 
and the doctor a headache. 

A Roanoke, Va., physician said that the skin 
trouble is hard to diagnose unless the doctor knows 
his patient has been drinking the tea. The trouble 
is most patients apparently don’t like to admit 
they’ve been relying on the old home remedy. 

Dr. William H. Kaufman reported on two such 
cases in the July 17 Journal of the American 
Medical Association. He said he knows of no 
previous reports of skin trouble from alfalfa seed. 

“The practice of taking alfalfa seed for the 
purpose of relieving arthritis, diabetes, and re- 
lated disorders is apparently widespread,” he said, 
“and there is a strong likelihood that further 
cases will appear.” 

He said two patients suffered skin eruptions as 
a result of the remedy and that four other possible 
cases have been found. One of his two patients, 
an elderly woman, said she had concealed the fact 
that she drank the tea because she was “ashamed 
to admit it.”” The other admitted “with great re- 
luctance” that she used the tea. 

The Council on Pharmacy and Chemistry of the 
A.M.A. said it has received numerous questions 
about the value of alfalfa preparations in treat- 
ing arthritis and diabetes, Dr. Kaufman said. 
The council reports there is no evidence that alfal- 
fa seed in any form will help. 


NEW INSULIN 

Eli Lilly and Company, which in 1923 produced 
the first commercial Insulin preparation, now is 
introducing for the first time in the United States 
Lente Iletin (Insulin, Lilly), a new kind of long- 
acting Insulin produced without the use of a 
foreign protein modifying agent. 

A zine Insulin suspension, it offers new hope 
of single-daily-injection therapy to patients who 
have found control difficult to achieve with the 
preparations already on the market. 

Discovered by K. Hallas-Moller, Ph.D., and his 
associates in the Novo Laboratories in Copenha- 
gen, Denmark, Lente Insulin represents a new con- 
cept in the chemistry of long-acting Insulin be- 
cause of its method of preparation. 

Theoretically the elimination of the protein in 
the modifying agent tends to minimize local reac- 
tions in patients. 

The clinical tests have shown that Lente Iletin 
(Insulin, Lilly) most nearly resembles in its ac- 
tion NPH Iletin (Insulin, Lilly), which controls 
the average case of diabetes mellitus on a one- 
injection-a-day basis. Lente Insulin’s duration of 
action is only slightly longer, the investigators 
have found. 


ALIEN PHYSICIANS FILL 
HOSPITAL VACANCIES 

A large increase in alien physicians taking 
postgraduate work in the U. S. has helped fill 
gaps left by many young doctors now on active 
military duty, a survey showed today. 

The number of aliens on U. S. hospital staffs 
more than doubled from 1950-51 to 1953-54, the 
survey showed in the Sept. 4 Journal of the 
American Medical Association. 

During the 1953-54 school year, 5,589 foreign 
physicians held appointments as interns, residents, 
or fellows on house staffs of the 800 civilian hos- 
pitals approved for such training by the Depart- 
ment of State. Three years before the total was 
2,072. 

These aliens cut the number of vacancies in 
those hospitals down to 20 per cent for residents 
and 30 per cent for interns. Without them the per- 
centage would have been “considerably greater,” 
since “many young physicians who would normally 
be taking postgraduate work are on active military 
duty.” Aliens made up 22 per cent of the total house 
staffs in the approved hospitals. Most of them 
were located in general hospitals which do not 
serve as major teaching hospitals for medical 
schools. They made up almost half the staffs of 
tuberculosis hospitals approved for alien training, 
and about one-fourth of the staffs of mental hos- 
pitals, but only about one-tenth of the teaching 
hospital staffs. 
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A Primer of Cardiology; by George E. Burch, 
M.D., 2d Ed., Philadelphia, Lea and Febiger, 
1958, $5.50. 

The second edition of this excellent textbook 
presents to student and practitioner a sound ap- 
proach to the study of cardiology. A diagramatic 
representation of the main structure of the heart 
and great vessels serves as a foundation for the 
clinical aspects of cardiac anatomy as well as 
the diagnosis of heart disease. This leads to a 
discussion of the pathologic physiology of the 
pathognomonic signs of organic heart disease, 
edema, and congestive heart failure. 


The clinical cardiac evaluation reviews the im- 
portant physical diagnostic signs and _ under- 
takes an explanation of the physical character- 
istics of sound. Frequent use is made of draw- 
ings to visualize the physiologic phases of the 
cardiac cycle and the relationship to other sounds 
and murmurs. Repetition of the diagram show- 
ing volume and pressure changes in the heart 
seems unnecessary, except where abnormal sounds 
or unusual murmurs are explained. 

Common types of heart disease are briefly re- 
viewed and sound advice is given on the manage- 
ment of the cardiac neuroses. Perhaps the best 
presentation is that of the congenital cardiac de- 


fects. The normal pressures and contents of oxy- 
gen of the blood of children and adults, followed 
by the abnormals, serve as a much needed ready 


reference to the busy practitioner. Bedside diag- 
nosis of cardiac irregularities explains methods of 
differentiating the arrhythmias without use of 
special aids and includes treatment where needed. 

The appendix of this book offers useful diets, 
nomograms, and a brief outline of the nomen- 
clature and classification of heart disease as ad- 
vanced by the American Heart Association. 

In summary, this text of cardiology fills a defi- 
nite need and merits little adverse criticism. It is 
sincerely hoped that it will continue to be re- 
vised and expanded as the need arises. A chap- 
ter on cardiac surgery might be indicated in the 
face of notable progress in this field. 

ALLEN M. GoLpMAN, M.D. 


Textbook of Refraction; by Edwin Forbes Tait, 
M.D., Philadelphia, Pa., W. B. Saunders Com- 
pany, 1951, Pp. 418, Price $8.00. 

Dr. Tait’s textbook of refraction and ocular 
neuromuscular abnormalities has added special 
local interest because this fine book is dedicated 
to a great scientist, Dr. Charles Sheard, Ph. D., 
who holds the position of Distinguished Visiting 
Lecturer in the postgraduate school at Tulane. 

As the author states, his text presupposes a 
fair knowledge of the anatomy and physiology of 


the eyes and nervous system, as well as acquaint- 
ance with the principles of geometric and physi- 
ologic optics. 

Dr. Tait has done a great deal of work on the 
accommodation-convergence relationships and on 
his system of dynamic retinoscopy. It is not sur- 
prising, therefore, that over 150 pages are de- 
voted to the investigation, diagnosis and correc- 
tion of vergence, fusion, and muscular anomalies. 
This emphasis is justified, because too many doc- 
tors ignore or pay cursory attention to these im- 
portant problems when they refract their pa- 
tient’s eyes. The patient should not only be able 
to see with a pair of glasses, but he should also 
see comfortably. 

There is a fine list of references after each 
chapter to encourage further study. 

The reviewer does not subscribe to all of Dr. 
Tait’s ideas, particularly as to dynamic versus 
cycloplegic refraction, the use of prisms base 
down instead of up; or to his statement: 


“In no case should the basic ametropic correc- 
tion be modified in accordance with the widely 
prevalent but inaccurate dictum that hyperopic 
corrections should be decreased in exophoria and 
increased in esophoria.” 

M. C. WILENSKY, M. D. 
Refraction and Motility; by Walter B. Lancaster, 

M.D., Springfield, Illinois, Charles C Thomas, 

1952, Pp. 310, illus. 106. Price $7.75. 

The stated purpose of this book is to improve 
the work of the average ophthalmologist in the 
major subjects of refraction and motility. Un- 
fortunately this reviewer is unable to see that 
the purpose is accomplished. 

The material is presented in two sections, one 
on optics and physiologic optics and the other on 
errors of refraction and motility. 

The section on optics and physiologic optics is 
presented in a similar manner avoiding the cus- 
tomary mathematical approach. It would serve as 
an excellent reading assignment for orientation 
of a student preliminary to a course in optics but 
for any other purpose is over simplified. 

The section on errors of refraction and motility, 
unfortunately, is presented from an extremely bi- 
ased viewpoint—the author seems to overlook the 
important points that an ophthalmologist must be 
equally proficient in both dynamic and _ static 
methods of refraction and must select the method 
most suited to the individual needs of the patient. 
In addition, although there are many points of 
value in the section, it is extremely problematical 
that the method of partial fogging described will 
give an appreciable relaxation of the accommoda- 
tion in the average patient. The author’s disre- 
gard for more adequate means of noncycloplegic 
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relaxation of the accommodation tends to empha- 
size this biased viewpoint. In this reviewer’s 
opinion it is extremely unfortunate that the sec- 
ond section was published since in all other re- 
spects the author has shown remarkable sound- 
ness of judgment and clearness of thought in 
spite of his advancing age. 
JAMES H. ALLEN, M. D. 


Current Therapy; by Dr. Howard F. Conn, (ed.), 
Philadelphia, Pa., Saunders Company, 1954, Pp. 
898, $11.00. 

This is the sixth of an annual volume giving 
the latest accepted methods of treatment. Each 
treatment is described as specifically carried out 
by a well known and qualified consultant, bring- 
ing in the latest accepted therapy, but not pre- 
senting extractions from the literature. The 
treatment is organized according to systems ex- 
cept for disturbances of physical and chemical 
agents and a separate chapter for the treatment 
of infectious diseases. There is more than one 
treatment presented for many conditions where it 
is apparent that several viewpoints are indicated. 

The additional therapy this year includes the 
more advanced chemotherapy and antibiotic ther- 
apy of pulmonary disease. The treatment of 
tuberculosis has been brought up to date. The 
recent developments in antibiotic therapy are in- 
cluded for infectious diseases of the cardiovascu- 
lar and respiratory systems. The treatment of 
hypertension has been brought up to the level of 
Rauwolfia Serpentina and blocking agents. 

The format and the presentation, with a well 
developed index, make this a very useful refer- 
ence work for the practicing physician and stu- 
dent. 

J. E. SCHENTHAL, M. D. 


Spatial Vectorcardiography; by George E. Burch, 
M.D., 1st Ed., Philadelphia, Lea and Febiger, 
1953, $5.00. 

This book presents the concept of spatial vec- 
torcardiography to those interested in keeping 
abreast of new and important knowledge in our 
study of electrical forces originating in the heart. 
Definitions and methods of recording are care- 
fully explained with excellent drawings to assist 
the reader. Impressions are stated as the text 


develops with advantages and disadvantages of 
various methods listed. 


Since the heart is a three dimensional struc- 
ture, electric events associated with the heartbeat 
take place in space. Some volumetric reference 
frame is needed to show the magnitude and 
direction of the forces. Several types of these 
reference frames are diagrammed with the au- 
thors preferring the equilateral tetrahedron for 
simplicity and accuracy. Stereovectorcardiography 
eliminates the necessity for recordings in various 
planes and may reduce all vectorcardiography 


and electrocardiography to one record. Further 
study of the calibration of this method is needed. 

Materials and methods of recording spatial vec- 
torcardiograms are described by the authors with 
photographs of the equipment. The normal spa- 
tial vectoreardiograms are shown with measure- 
ments of the loops in a group of adult subjects. 
This is followed by the loops in pregnancy, and 
in certain disease states of the heart. A good 
summary outlines the important points to be 
stressed. 

The authors are to be commended for their 
clear and concise presentation of a difficult sub- 
ject. It is evident that vectorcardiography sup- 
plements conventional electrocardiography and 
may someday replace it. Those engaged in re- 
search and clinical medicine have a definite ap- 
proach to an understanding of cardiac electrical 
forces heretofore poorly explained. 

ALLAN M. GOLDMAN, M.D. 


PUBLICATIONS RECEIVED 

Lange Medical Publications, Los Altos, Calif.: 
Handbook of Medical Treatment, edited by Milton 
J. Chatton (4th edit.); Review of Medical Micro- 
biology, by Ernest Jawetz, Ph. D., Joseph L. Mel- 
nick, Ph. D., and Edward A. Adelberg, Ph. D. 

The C. V. Mosby Company, St. Louis: The Skin, 
a Clinicopathologic Treatise, by Arthur C. Allen, 
M. D. 

Rodale Press, Emmaus, Pa.: 
Killing Us, by J. I. Rodale. 


W. B. Saunders Company, Phila.: The Surgical 
Clinics of North America, Philadelphia number. 

Charles C Thomas, Publisher, Springfield, IIl.: 
Nerve Blocks, by John Adriani, M.D.; Stellate 
Ganglion Block, by Daniel C. Moore, M.D.; The 
Auxiliary Heart, by William Walter Wasson, 
M.D.; Modern Diagnosis and Treatment of the 
Minor Venereal Diseases, by Orlando Canizares, 
M.D.; The Clinical Significance of Disturbances 
in the Delivery of Sweat, by Marion B. Sulzberger, 
M.D., and Franz Herrmann, M.D.; Elements of 
Pediatric Anesthesia, by C. R. Stephen, B.Sc., 
edited by John Adriani, M.D.; The Management 
of Endocrine Disorders of Menstruation and Fer- 
tility, by Georgeanna Seegar Jones, M.D.; The 
Clinical Physiology of the Lungs, by Cecil K. 
Drinker, M. D.; The Pyramidal Tract: Its Status 
in Medicine, by Arthur M. Lassek, Ph. D., M. D.; 
Neuro-Ophthalmology, by Donald J. Lyle, M.D., 
(2nd edit.); Treatment of Acute Poliomyelitis, 
edited by William A. Spencer, M. D. (2nd edit.). 

The William-Frederick Press, N. Y.: The Role 
of the Pituitary in Cancer, by Henry K. Wachtel, 
M. D. 

The Woods Schools, Langhorne, Pa.: The Ado- 
lescent Exceptional Child; a Realistic Approach to 
Treatment and Training, proceedings of the 1954 
Spring Conference. 


This Pace is Not 





